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RHODE ISLAND MEDICAL SOCIETY — NECROLOGY, 1955 





GEORGE H. ALEXANDER, M.D., Rhode 
Island's first practicing psychoanalyst, Dr. George 
H. Alexander, died suddenly at his home on April 
29, 1955. 

The doctor attended Brown University in 1921 
and 1922, then went to Rhode Island University 
where he received a degree of Sc.B. in 1927. His 
medical degree was obtained at Yale University 
College of Medicine in 1931. He served an intern- 
ship at Memorial Hospital in Pawtucket. 

Dr. Alexander was a member of many societies, 
including the Rhode Island Medical Society, Provi- 
dence Medical Association, American Medical 
Association, American Psychiatric Association, 
American Psychoanalytical Association, and the 
Rhode Island Society for Neurology and Psychi- 
atry. 

His papers on neurology and psychiatry were 
published in many national medical journals. 


THOMAS DONALD BROWN, M.D., who 
had practiced medicine in Portsmouth for a year, 
died on May 2, 1955. 

A native of Wilkes-Barre, Pennsylvania, Dr. 
Brown attended elementary schools there and was 
a graduate of the Philadelphia College of Phar- 
macy and Science. He continued his education at 
Providence College from 1946 to 1948, and re- 
ceived his M.D. degree from Georgetown Univer- 
sity School of Medicine in 1952. Dr. Brown then 
served a year’s internship at the District of Co- 
lumbia Hospital and was licensed to practice medi- 
cine in Rhode Island in 1953. He also served as a 
resident physician at the Newport Hospital from 
1953 to 1954. 

Dr. Brown served in the U. S. Army during 
World War II from 1941 to 1946, and upon com- 
pletion of his tour of active duty held the rank of 
captain in the Medical Administrative Corps. He 
saw service in Australia, New Guinea and the 
Philippine Islands. 

Membership was held by Dr. Brown in the New- 
port County Medical Society, Rhode Island Medi- 
cal Society and the American Medical Association. 


MILTON DUCKWORTH, M.D., a well- 
known physician for some time in Washington 
County, died at his home in Carolina, Rhode Island, 
in August. 


He attended school in Trenton, New Jersey and 
graduated from the College of Physicians and Sur- 
geons of Pennsylvania University in 1900. 

Dr. Duckworth was very active in politics. He 
served in the Rhode Island House of Representa- 
tives in 1910, and was a state senator from 1911 
through 1917. At one time (1947) he served 
simultaneously as chairman of the GOP Town 
Committee, police commissioner, health officer, and 
school physician. 

His municipal services include an appointment 
as superintendent of schools in Carolina in 1906. 
That same year he was president of the Washing- 
ton County Medical Society. The doctor was also 
a member of the Rhode Island Medical Society. 


HARRY L. HALLIWELL, M.D., prominent 
Woonsocket pediatrician, died at Charles V. Chapin 
Hospital on November 12, 1955, of poliomyelitis, 
at the age of thirty-three years. 


He attended Brown University, where he grad- 7 


uated in 1943 magna cum laude. His medical de- 
gree was obtained at Yale University School of 
Medicine. 

His internship was served at the Rhode Island 
Hospital from March, 1946 to July, 1947. He was 
a Medical Corps captain for two years in Germany. 

Dr. Halliwell was a member of the Woonsocket 
Medical Society, The Rhode Island Medical Soci- 
ety, and the American Medical Association. 


JOHN JOSEPH HOEY, M.D., was born in 
Seneca Falls, New York in 1878. When he was 


ten years old he came to Providence where he 7 


attended public schools. He was graduated from _ 
George Washington University in 1909. 


After serving an internship at Sibley Hospital in 7 


Washington, D. C., he maintained offices in the 7 


Olneyville section of Rhode Island. He was on the 7 


the St. Joseph’s Hospital. 
He died on February 4, 1955. ; 
Dr. Hoey was a member of the Providence Medi- © 
cal Association since 1912. He was also a member | 
of the New England Bridge Association, and phy- | 
sician for the old Owls Club of Olneyville for | 
many years. 


staff of the Roger Williams General Hospital and | 


a 


BE 
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FRANK JAY JACOBSON, M.D., Providence 
pediatrician for twenty-five years, died unexpected- 
ly on February 20, 1955. 

Born in Portland, Maine, on December 1, 1901, 
Dr. Jacobson attended elementary schools in East 
Greenwich, and East Greenwich Academy. He 
attended Clark University in Worcester, Massa- 
chusetts, and received his Doctor of Medicine de- 
gree from Jefferson Medical College of Philadel- 
phia in 1928. He was issued his license for the 
practice of medicine in Rhode Island in 1932. 
During World War II, Dr. Jacobson served in the 
Medical Corps with the rank of lieutenant colonel. 

From 1928 to 1930 Dr. Jacobson served as an 
intern at the City Hospital of New York, and from 
April to June, 1932 at Charles V. Chapin Hospital. 
He was on the staffs of the Miriam, the Charles V. 
Chapin, Rhode Island, Roger Williams General, 
and the Providence Lying-In hospitals. 

Dr. Jacobson was a member of the Providence 
Medical Association, the Rhode Island Medical 
Society, the American Medical Association, New 
England Pediatric Society, and the Jacobi Medical 
Club. 


JOHN LANGDON, M.D., a native of Provi- 
dence, Rhode Island, died on April 20, 1955. 


Dr. Langdon attended Brown University and 


continued his education at Harvard School of 
Medicine, graduating as a Doctor of Medicine on 
June 21, 1928. 

His internship was served at Rhode Island Hos- 
pital, Babies Hospital, New York, and Charles V. 
Chapin Hospital. He was certified to practice 
medicine in Rhode Island in 1930 and opened his 
office at 122 Waterman Street, specializing in pedi- 
atrics. He also served on the staffs of the Rhode 
Island Hospital and Bradley Home. 

Membership was held by Dr. Langdon in the 
Rhode Island Medical Society, American Medical 
Association, and Providence Medical Association. 


JAMES M. McCARTHY, M.D., prominent 
Woonsocket physician, died of a heart attack at 
Massachusetts General Hospital on July 26, 1955. 
Born in Woonsocket in March, 1891, he attended 
\Voonsocket High School, Holy Cross College, and 
Harvard Medical School. After his graduation 
from Harvard in 1917 he entered private practice 
in Woonsocket and continued there for thirty-six 
years. 

Dr. McCarthy was a member of the staffs of the 
\\oonsocket and St. Joseph’s hospitals. He was a 
inember of the Rhode Island Medical Society, and 
4 past president of the Woonsocket District Medi- 
cul Society. He was also a member of the Gen- 
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eral Stephen Maylon Assembly, Fourth Degree. 
Knights of Columbus. 


WILLIAM A. MULVEY, M.D., of Lake 
Drive, East Greenwich, died at the Jane Brown 
Hospital on October 10, 1955, after a long illness. 


He attended LaSalle Academy and graduated in 
1905. His medical degree was obtained from the 
Georgetown Medical College in 1910. He served 
on the staffs of the St. Joseph’s Hospital, Rhode 
Island Hospital and Roger Williams Hospital. He 
served overseas in World War I as a captain in 
the Medical Corps. 


He was a member of the American Legion, 
Roger Williams Post, the Rhode Island Medical 
Society, the American Medical Association, the 
Providence Medical Association, New England 
Pediatric Society and the Massachusetts Medical 
Society. 


JOSEPH C. O’CONNELL, M.D., past presi- 
dent of Physicians Service and of the Rhode Island 
Medical Society, died on March 3, 1955, of a 
cerebral hemorrhage. 


He received his premedical education at Boston 
College, where he was graduated in 1897, and his 
medical degree at Harvard Medical School in 1901. 
His work was devoted mostly to general surgery. 


In 1903 he became surgeon to the Rhode Island 
Hospital and in 1933 he became surgeon-in-chief. 
Following this he became consulting surgeon to the 
staffs of Butler, Providence Lying-In, Charles V. 
Chapin, Miriam, Westerly, Pawtucket Memorial, 
and Notre Dame hospitals. Dr. O’Connell served 
as a major in the Rhode Island National Guard 
from 1905 to 1906, and as a lieutenant in the United 
States Naval Reserve from 1918 to 1921. 


His other activities included the chairmanship of 
the Board of Examiners in Medicine for Rhode 
Island, secretary of the Providence Board of Hos- 
pital Commissioners, diplomate of the American 
Board of Surgery, a member of the Providence 
Medical Association, Rhode Island Medical Soci- 
ety, American Medical Association, New England 
Surgical Society, American Urological Society, 
American College of Surgeons, and the Harvard 
Medical Alumni Association. He also held mem- 
bership in the Knights of Columbus, B.P.O. Elks, 
University Club of Providence, Metacomet Golf 
Club and the Friendly Sons of St. Patrick, of which 
Society he was president in 1938. 


Under Dr. O’Connell’s leadership and inspira- 
tion the Rhode Island Medical Society formed its 
Physicians Service of which he was the President 


six times. 
continued on next page 
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HERBERT GRAVES PARTRIDGE, M.D., 
one of the best beloved of Rhode Island physicians, 
died at the Rhode Island Hospital on November 
23, 1955. 

A native of Wakefield, Rhode Island, Doctor 
Partridge, the son of a Baptist minister, completed 
his early education in Rhode Island and in Massa- 
chusetts where his father had parishes, and he 
matriculated at Brown University from which he 
was graduated in 1892. He received his degree in 
medicine from the Medical School of the Univer- 
sity of Pennsylvania in 1895, and he subsequently 
established his medical practice in Providence, first 
as an internist and then as an obstetrician. 

Doctor Partridge was very active in the work of 
both the Providence Medical Association and the 
Rhode Island Medical Society. He was secretary 
of the former from 1901 through 1903, and he was 
president of the Association in 1916. Ten years 
later he was elected as head of the Rhode Island 
Medical Society. 

His great interest was in medical literature and 
he owned an outstanding collection from which he 
made many notable contributions to the Medical 
Library. He served thirty-five terms on the Soci- 
ety’s library committee and for fourteen of them 
he was the committee chairman. In recognition of 
his devoted interest to the Library, his colleagues 
placed a bronze marker on his favorite reading 
table in 1952 as a special tribute to him. 


HARVEY B. SANBORN, M.D., an outstand- 
ing neuropsychiatrist of Providence, died at the 
Rhode Island Hospital on September 10, 1955. 


He was graduated from Dartmouth College in 
1902 and commenced his practice of medicine in 
Providence in 1910, and for nine years served as 
city physician. In 1920 he took a postgraduate 
course in neurology and psychiatry at the Univer- 
sity of Pennsylvania, following which he was for 
many years examining physician in neuropsychi- 
atry for the United States Veterans Bureau in 
Providence. He was also associated with the Guid- 
ance Department of the Providence Public Schools. 
He then became visiting neuropsychiatrist at the 
Rhode Island, Chapin, and Pawtucket Memorial 
hospitals, and consulting neuropsychiatrist at the 
Providence Lying-In, State Hospital for Mental 
Diseases and Butler liospitals. Dr. Sanborn was 
well known as a very capable and patient physician. 

He was an active member of the Providence 
Medical Association, Rhode Island Medical Soci- 
ety, American Medical Association, Boston Society 
for Psychiatry and Neurology, and he was the first 
president of the Rhode Island Society for Neurol- 
ogy and Psychiatry. 
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CONSTANT ENGELBERT SCHRADIECK., 
M.D.,* died on the second day of May in 1954. 
He was born in Hamburg, Germany on August 4, 
1894. He came to the United States in 1905 and 
was licensed to practice medicine in New York 
State on February 1, 1907. 

He received his preliminary education in Hama- 
nistic Gymnasium and University of Rostock, Ger- 
many. Dr. Schradieck continued his medical train- 
ing at the Medical School of the University, re- 
ceiving his Doctor of Medicine degree from the 
Medical Faculty of Rostock in 1900. 

For several years he taught his specialty, pathol- 
ogy, in Germany. 

In 1919 he came to Rhode Island to take charge 
of the Pathological Department of the Rhode 
Island Hospital, continuing in this position until 
1928, when he assumed a similar position at Roger 
Williams General Hospital. He retired in 1947, 


Dr. Schradieck was a member of the Kings 
County Medical Society, Brooklyn, New York; 
State of New York Medical Society, American | 
Association of Immunology, Rhode Island Society | 
of Pathologists, Providence Medical Association, 
and the Rhode Island Medical Society. He was 
also a diplomate of the American Board of Pathol- 
ogy. 


GEORGE L. SHATTUCK, M.D., dean of the 7 
neuro-psychiatric group in Rhode Island, died at 
his home on 150 George Street, Providence, after 
a long illness, on March 20, 1955. 


Born on January 21, 1868 at Bakersfield, Ver- 
mont, where he attended local schools, Dr. Shat- 
tuck entered the Brigham Academy and later the 
College of Medicine at the University of Vermont. 
He graduated from the University in 1892, and he | 
was also given an honorary degree of Master of 7 
Arts there in 1930. He came to Providence in 7 
1892 and followed general practice for two years, 7 
when he established himself as a specialist in neuro- 7 
psychiatry. ; 

Dr. Shattuck served as Physician-in-Chief in the 4 
Department of Neurology at the Rhode Island / 
Hospital from 1897 to 1931. In addition to this | 
position he also served as Associate in the Depart- | 
ment of Nervous Diseases at the Boston City Hos- | 
pital. The doctor’s opinion was highly regarded in 7 
Rhode Island courts where testimony was required / 
in his line for certain cases. 4 

Dr. Shattuck was a member of the Rhode Island | 
Medical Society, American Medical Association, | 
and the Providence Medical Association. : 


*Not reported in the 1954 Necrology List of the Society. | 
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Dr. James Marvin Baty 
W'* ARE very pleased to have the opportunity to 
discuss this troublesome problem that all have 
been interested in who have had anything to do 
with children. 

My first broad interest was stimulated some 
twenty-five years ago when we found that the 
majority of the children who came to our hospital 
because of abdominal pain, we sent home still not 
knowing what their difficulty was. We have de- 
signed this session in an effort to cover abdominal 
pain with a case history type of discussion. 

I should like to point out that we feel it is impor- 
tant in considering children with this complaint 
that we think in the terms of some of the physical 
conditions that we are going to discuss. In many 
instances, however, the abdominal pain is not 
caused by any of these conditions but is associated 
with some emotional conflict. We will not have the 
time to discuss any of these psychosomatic prob- 
lems in detail, because this would be much more 
complicated and time-consuming. 

In our approach to children with abdominal pain, 
if we don’t explain the symptom promptly on the 
basis of some acute or chronic condition for which 
we can offer immediate relief, we elicit the help of 
our associates in psychiatry, psychology and social 
service. We attempt to get a broad view of the 
child and his environment and family, his intellec- 


*\ panel discussion presented at the 144th Annual Meeting 
o1 the Rhode Island Medical Society, at Providence, 


Rliode Island, May 5, 1955. 


tual capacity and emotional adjustment, as well as 
his physical development, in an effort to evaluate 
the whole situation as we attempt to unravel the 
problem. 

As we do this, the part that so-called psycho- 
somatic factors may play in the production of these 
symptoms becomes apparent. If we have time, we 
may later on discuss a little bit of the details of 
some of those problems. 

Now, for the purpose of the discussion Dr. 
Berman is going to outline for us the approach to, 
and the investigation of chidren who present them- 
selves with ehdominal pain from the point of view 
of X-ray studies, and Dr. Swenson will discuss 
some of the factors from the point of view of the 
surgeon. Then we will discuss with you these cases. 

Dr. Berman, will you please tell us about the 
X-ray approach in solving the problem of abdomi- 
nal pain? 


Dr. Carroll Z. Berman 


A couple of years ago, we reviewed all the cases 
admitted to the Boston Floating Hospital in which 
abdominal pain was one of the presenting symp- 
toms over a three-year period. 

About 414 per cent of our admissions had ab- 
dominal pain as one of the presenting symptoms, 
and in 10 per cent of these cases the X-ray studies 
provided either the only clue or the most significant 
data leading to the final diagnosis, and of course, 
in a great many others we had valuable negative 
information. 

We have found the most useful initial X-ray 
procedure in a case of abdominal pain of unknown 
origin to be radiography of the abdomen in A-P 
projection and we feel that it should be done in the 
recumbent and in the erect position. 

And if an abdominal mass is suspected, clinically 
or from the films, then a lateral view should be 
obtained. 

We have illustrations to show some of the radio- 
graphic features of cases we have observed. One 
shows a five-year-old male child who entered the 


hospital because of intermittent, crampy, abdomi- 
continued on next page 
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nal pain of one week’s duration. We noticed quite 
a bit of gas in the colon and considerable gas in the 
small bowel. The latter might be of some concern 
in an adult, but in a child, it is not. We saw a nor- 
mal contour of the spleen and liver border, and this 
is not more than the amount of gas you might see 
in a child who is apprehensive or who has some 
mild, systemic disturbance. 

This child rapidly recovered, and the dismissal 
diagnosis was acute gastroenteritis. 

Films showing the recumbent and erect positions 
of the abdomen of a three-year-old boy referred to 
the hospital because of abdominal pain of three 
days’ duration indicated, as we looked around the 
periphery, where the colon ought to be, no gas or 
fecal material. We saw markedly distended loops 
of bowel and they formed a somewhat continuous 
pattern, lying in the usual location of the small 
bowel. The contour and location of the gas- 
containing segments indicated high, small bowel 
obstruction. 

This was a case of volvulus of the mesentery of 
the small bowel around a fibrous band, extending 
from a Meckel’s diverticulum to the umbilicus. 

In addition to the obstructive lesions, there are 
other disturbances of the gastro-intestinal tract, in 
which radiography may be a suggestive or a cor- 
roborative aid. 

Ordinarily, one does not think of appendicitis as 
a diagnosis to be made by means of X-ray films. 
(ccasionally, however, there is a finding which 
may be extremely helpful, particularly in cases of 
atypical symptomatology. 

A film of the abdomen of a four-year-old child 
who entered the hospital because of abdominal 
pain, nausea and vomiting for eight days is our 
next illustration. His symptoms had become worse 
in the three days prior to admission, with no local- 
ization of the signs. On admission, the white count 
was 8,000 and it rose to 12,000 the next day. On 
the film we saw a nonspecific gas pattern; it is not 
diagnostic at all. There was a lot of fecal material 
and gas in the colon, but it didn't indicate ileus or 
anything else particularly. 

However, there was an interesting finding in the 
right lower quadrant ; we saw there a laminated- 
appearing, lightly calcified density. This had the 
characteristic appearance of an appendicolith. We 
consider this an important finding in the presence 
of acute symptoms and feel that it tends to point 
the finger at the appendix as a strong possibility for 
the source of trouble. In cases of chronic abdomi- 
nal pain, again we feel that it tends to implicate the 
appendix. On the basis of this additional bit of 
information, this child was explored and an acutely 
inflamed appendix was removed. 

A rather unusual instance in which a plain film 
of the abdomen gave us an important diagnostic 
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clue is another fine illustration. A two-and-a-half- 
year-old child was admitted to the Boston Floating 
Hospital for abdominal pain and vomiting of two 
weeks’ duration. I present this because it is a dem- 
onstration of a diagnosis being suggested by an 
incidental finding on a single film of the abdomen. 

Here we saw little flecks of metallic material in 
the abdomen. We know that children are apt to 
eat all sorts of things. Ordinarily, we don’t get too 
excited about that. However, in this case, there 
was an abdominal pain and vomiting problem, and 
on the original film at the end of the ribs, we saw 
evidence of a metabolic bone-growth disturbance. 
This was suggestive of lead poisoning, and that 
diagnosis was confirmed by laboratory findings. 

In an abdominal pain problem particularly with 
the symptoms that do not point definitely to the 
gastrointestinal tract, the intravenous urogram is 
often a rewarding procedure. 

An eight-year-old girl was hospitalized because 
of pain in the left side of the abdomen, and fever 
for a week. There was persistent left-flank tender- 
ness, and on repeated study there were only a few 
white cells in the urine. The urine cultures were 
consistently negative. The film showed very slight 
enlargement of the left kidney. There was very 
little else that is of any significant nature on the 
film. On the retrograde study, on the left side, 
there was considerable enlargement of the renal 
pelvis and of the calices and something encroaching 
on the proximal ureter. Its nature was not demon- 
strable from the films. 

On the basis of this examination, the region of 
the left kidney was explored and a_perinephric 
abscess was identified. 

Where the symptoms point to a gastro-intestinal 
disturbance barium studies are carried out. As 
the initial procedure, the barium enema is done 
usually, and this is followed by the upper G.I. series. 
In the diagnostic problem cases it is better to do the 
urogram first. It is the most likely to yield diagnos- 
tic information. Secondly, it is best not to introduce 
the barium until after the urogram is done since it 
obscures the picture. 

Additional details of the application of the pro- 
cedures will be described when we discuss these 
various cases. 

a 


Dr. Baty: Dr. Swenson, will you continue with 
your part of the program. 


Dr. Orvar Swenson 

During the past ten to fifteen years there has 
been a considerable change in the general attitude 
toward exploration of children with chronic ab- 
dominal pain and the removal of normal appen- 
dices. This used to be a common procedure and in 
many instances it proved to be a futile undertaking. 
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With more careful clinical and radiographic inves- 
tigation, we can now in many instances of chronic 
abdominal pain make a specific diagnosis and it is 
indeed rare today that the pediatrician and surgeon 
are forced to consider an exploration without hav- 
ing a definite preoperative diagnosis. Today we 
realize that there is some slight risk to abdominal 
exploration and in addition to this there are com- 
plications which may not occur for many years 
after the initial operation. Unfortunately, some of 
these complications can be quite serious ones. Dur- 
ing the past year at our hospital we have seen two 
children who had explorations for abdominal pain 
with removal of normal appendices. These patients 
some years later came to us with intestinal ob- 
struction due to an adhesive band. Not only are we 
more reticent about performing abdominal explora- 
tions for chronic abdominal pain but we are also 
sensitive about removing normal appendices. Con- 
sequently, today every effort is made to make a 
precise diagnosis and to save the child from an 
unnecessary operation. 

You are all so familiar with acute appendicitis 
and its management that it needs little comment 
from me. However, as I visit hospitals, there is 
one mistake that I see made in the management of 
the sick children with a perforated appendix. It is 
a common mistake to operate on these patients be- 
fore the child is properly prepared. 1 think that 
this is the cause of a considerable part of the mor- 
tality which persists in the care of children with 
appendicitis. 

Let me demonstrate this point by reviewing 
briefly two case histories. A child of five was ad- 
mitted to the hospital with an obvious perforated 
appendix. The temperature was 104; the pulse was 
170. The child was given some fluid, and within an 
hour was taken to the operating room. In the 
middle of the operation the patient had a general- 
ized convulsion, the appendix was removed, and 
the operation was hurried along. At the end of the 
operation, the temperature was 107, and the pulse 
was 220, Everything was done to reduce the tem- 
perature, and while this patient survived, there was 
extensive cerebral damage. In many instances such 
patients die shortly after operation. 


By reviewing the history of another | will dem- 
onstrate how such problems should be managed. 
A five-year-old boy with a perforated appendix 
Was admitted with a temperature of 104 and pulse 
of 170. Such a patient should not be subjected to 
operation until the pulse is in the vicinity of 130 
and the temperature 102 or less. 

Children with peritonitis are placed in Fowler 
position. Intravenous fluids, streptomycin and 
penicillin are administered. Alcohol sponges are 
resorted to. This regime was continued until the 
teiperature was 102 and the pulse was 130. The 


patient was then in proper condition and operation 
was performed and there were no complications. 
This is a simple point, but I am always surprised 
how often this detail is overlooked. 

We would like to present to you résumés of 
patients we have encountered just to show you the 
tremendous variety of conditions that can mimic 
appendicitis. They are really endless in number, 
as you know. The first case is that of a three-year- 
old child with a forty-eight hour history of blood- 
streaked stool and a questionable mass in the abdo- 
men—a perfectly classical picture of intussuscep- 
tion. The only unusual item in the history is the 
age, the patient being a little older than the average 
child with intussusception, 


Case No. 1 


Three-vear-old male entered the hospital because 
of abdominal pain. He had been perfectly well 
until forty-eight hours before admission when in- 
termittent abdominal pain awakened the child from 
sleep. There had been one bowel movement during 
this period which contained streaks of bright red 
blood. Shortly after the onset the patient began to 
vomit and this persisted until the time of admis- 
sion. Examination revealed a well-developed, well- 
nourished child whose examination was negative 
except for the abdomen. There was no definite 
tenderness in the abdomen. However, careful pal- 
pation revealed an elongated, rounded mass extend- 
ing across the upper part of the abdomen. It was 
more readily palpable on the right side than the left. 
The laboratory work revealed a negative urine with 
a blood count of 4.8 million red cells and 9,500 
white cells with 65% polys. Stool guaiac 4 plus. 
An operation was performed. 

I want to make one comment on the diagnosis of 
these youngsters. Often, these infants are very 
hard to examine, and we consider it perfectly good 
form after the infant is admitted to the hospital to 
medicate them with nembutal. We perforate the 
capsule and insert it rectally. In half an hour the 
child will be quiet, perhaps sleepy, and he is in 
perfect condition for a thorough abdominal ex- 
amination. 

I think that if that had been done in this case, 
the mass would have been very definite and we 
would not have had to call on Dr. Berman for a 
barium enema. 


Dr. Berman: 1 might say that ordinarily in this 
type of case a plain film of the abdomen does not 
supply definitive diagnostic information. As a 
matter of fact, usually the value of a plain film is 
negative ; it rules out certain other conditions. 

However, in this particular instance, we noticed 
in looking for the gaseous outline of the colon, we 
could not pick it up on the right side. We saw the 


descending colon, and in the mid-transverse colon 
continued on next page 
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approximately at the level where the intussuscepted 
mass is usually felt, we actually saw it within the 
gas shadow. This is definitely diagnostic, and I 
don’t think any further study is necessary, partic- 
ularly in the presence of the strongly suggestive 
clinical picture. However, a barium enema was 
performed, and we see in the transverse colon the 
obstruction is encountered. This is the diagnostic 
picture for intussusception. It can be down low, 
and on rare occasions, it even presents at the anus. 

Here is a word of caution. Even if the mass is 
not encountered at this level the examination should 
be carefully completed because a very small intus- 
susception may be picked up at the caecum. One 
should not be satisfied unless the terminal ileum is 
filled at the examination. 

Our spot films show the mass is encountered by 
the barium. It tends to make its way around the 
defect, producing this classical corkscrew effect. 
Our film was made after the child has been allowed 
to evacuate. This part of the colon empties readily, 
and this part remains filled by the intussusception, 
which remains covered by a thin layer of barium. 
Post-evacuation films are absolutely necessary be- 
cause in an occasional case after the intussusception 
is reduced, when the child is allowed to evacuate, 
the thing intussuscepts again. 

At our hospital we are conservative, and if the 
intussusception reduces on the barium enema, we 
feel so much to the good. We do not attempt 
forceful methods at the present time. 

Dr, Baty: Have you any other comments about 
intussusception, Dr. Swenson? 

Dr. Swenson: | thought that Dr. Berman would 
not pass up the opportunity to make a plea for 
barium enema reduction. 

Let me just say that it is not without its dangers. 
It is recommended that it should not be used with a 
history of more than twelve hours, and it should 
not be used if there is blood in the stool or if the 
abdominal film or examination of the abdomen 
demonstrates distention. It is something that you 
are going to hear more about. Just remember that 
is not without danger. 

Dr. Baty: The second case is a child who came 
in acutely ill, with a short history and signs suggest- 
ing respiratory infection, but no definite evidence 
of pneumonia. 


Case No. 2 

Three-year-old girl who had been well previously 
developed URI with slight cough three days before 
admission. Two days later she became feverish, 
complained of abdominal pain and vomited. She 
continued feverish, ate poorly, and continued com- 
plaining of intermittent abdominal pain. She ap- 
peared acutely ill with T of 102, P 135 and R 32. 
There was slight injection of the pharynx. There 
was dullness over the lower right lung posteriorly 
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with no change in breath sounds and no rales. 
There was tenderness over the right abdomen with 
slight but definite spasm. WBC 20,000, polys 74%. 
X rays were taken. 

Because of abdominal tenderness, the house offi- 
cer who admitted her was not sure whether she had 
pneumonia or an acute abdominal condition. We 
sent her over to Dr. Berman for X rays, and there 
were films made of the abdomen and the chest. 

Dr. Berman: This case brings up two features, 
one of which I think is in my realm. Our plain film 
of the abdomen shows no specific abnormality. On 
the original film however, one could detect in a 
portion of the right lung demonstrated on the film, 
a definite pneumonia involving the region of the 
right lower lobe, or the middle lobe. On the basis 
of this film a chest film was recommended, and here 
we saw a lobar type of pneumonia, involving the 
superior division of the right lower lobe. 

Dr. Baty: She did very well with antibiotic 
therapy, and obviously, as soon as the X rays were 
taken, we knew that we were dealing with pneu- 
monia. We put the case in, because it is an illus- 
tration of one of the medical conditions that we 
have to keep in mind in seeing children who become 
acutely ill. 

There are several other medical conditions that 
may be quite confusing, that most of us are familiar 
with, such as. rheumatic fever, and_ sickle-cell 
anemia, which we are going to say something about 
later, and not infrequently, in leukemia the present- 
ing symptom is abdominal pain. 

This third case illustrates a similar problem in a 
little different way. This child was admitted to the 
community hospital because of severe left upper 
abdominal pain. She had X rays that were reported 
as negative, both of her chest and her abdomen. 


Case No. 3 

This six and one-half-year-old girl had had five 
or six episodes of fairly severe crampy pain in the 
left upper abdomen during the four months prior 
to hospitalization. These episodes had not been 
accompanied by fever, vomiting or diarrhea and 
had subsided spontaneously. Eight days before 
coming to the hospital she suddenly complained of 
severe, crampy pain in the left upper abdomen 
which persisted and temperature of 104. She was 
admitted to her community hospital where she 
proved to be a diagnostic problem. Blood and urine 
culture were sterile. X rays of the chest and abdo- 
men and intravenous pyelogram were interpreted 
as normal. Her blood showed a leukocytosis of 
20,000 with a marked shift to the left. Abdominal 
exploration was advised but this was deferred and 
terramycin was given for four days during which 
she improved. The fever and extreme pain in the 
left upper abdomen recurred. The child appeared 
acutely ill with T of 103, P 140 and R 30. There 


continued on page 36 
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Surgeon: The conference will deal with the sub- 
ject of islet cell adenomas of the pancreas. The 
subject has been prompted by a patient that was 
just released from the hospital, suffering from the 
disease. He underwent surgery for correction of 
this condition and the following conference is pre- 
sented to show the difficulties that one encounters 
in dealing with the disease. The case history will be 
presented by the Intern. 

Intern; Admission number 549248, a forty-year- 
old white male, was re-admitted to the Rhode 
Island Hospital on September 25, 1955. He was 
brought in by ambulance because of unresponsive- 
ness and labored breathing. He had been in this 
hospital just one year previously and, at that time, 
he gave a nine-month history of diplopia, emotional 
stress and periods of amnesia. There had been 
about twenty such attacks during this period of 
time. His hospitalization lasted about two weeks, 
during which time an electroencephalogram and 
cerebral angiogram were done. The former was 
consistent with convulsive disorder but not diagnos- 
tic; the latter was normal. He was discharged with 
a diagnosis of multiple sclerosis. A fasting blood 
sugar at that time was 41 milligrams per cent. 

After discharge, the patient had been on a regime 
of three tablets of phenobarbital at bed time and 
dilantin, 0.1 gram at bed time. Some phenobarbital 
was taken during the day, also. He continued to 
have “spells” at a rate of about one to five per week. 
He reported that most of these episodes occurred 
early in the morning before his breakfast. On the 
evening before admission, he had been very “ner- 
vous” and then earlier in the morning, he was found 
unresponsive and labored in his breathing. 

Physical examination; Temperature 99.4, pulse 
110, respirations 20, blood pressure 110/70. He 
was a well-developed, well-nourished, young male, 
who was unresponsive and having respiratory dis- 
tress. His skin was warm and moist but his color 
was good. The remainder of the physical examina- 
tion was not altered significantly, including the 
routine neurological examination. 

Hospital course: This time, the patient was felt 
to be ina state of hypoglycemia. The blood sugar 
Was 41 milligrams per cent ; the blood urea nitrogen 
was 8; hemoglobin was 16.6 grams; white blood 
count 12,150; the urine was negative. Intravenous 


glucose was started and the patient made the usual 
dramatic recovery. However, the next morning, he 
had another attack and the blood sugar was found 
to be 13 milligrams per cent. Again, intravenous 
glucose was given with an immediate response. 
After further study, it was felt that the patient 
probably had an islet cell adenoma with hyper- 
insulinism and a surgical consultation was re- 
quested. On the eighth hospital day, the patient 
was explored. No adenoma was found and a sub- 
total pancreatectomy and splenectomy were done. 
Post-operatively, he did well and even though he 
had no frank hypoglycemia, he did continue to run 
low blood sugars, including one of 19 milligrams 
per cent on the fifth postoperative day. 

Laboratory: Pathologist’s report of the surgical 
specimen was Pancreatic tissue (no evidence of 
tumor ) ; spleen and lymphnodes. The Glucose Tol- 
erance Test was essentially normal. Sodium: 136; 
Potassium : 4.8 milliequivalents ; Chloride : 99 milli- 
equivalents; Phosphorus: 4.2  milliequivalents ; 
Amylase : 36 and 12 K.A. units (postoperative de- 
terminations) ; Bilirubin: 0.25; Cholesterol 160; 
Cholesterol esters 108 ; Thymol turbidity 2 ; Cepha- 
lin flocculation 0; Alkaline Phosphatase 4.4 K.A. 
units. There was no dye retention on the brom- 
sulfalein test. 

The patient was discharged on the ninth post- 
operative day. 

Surgeon: The surgical resident has looked up the 
subject of islet cell adenomas of the pancreas and 
will give a review on the subject. 


Islet Cell Tumors of the Pancreas 


Pancreatic tumors resembling tissue of the Islets 
of Langerhans have been known for many years 
but it was not until 1927, a few years after the dis- 
covery of insulin, that it was recognized that such 
tumors may have secretory activity, and produce a 
clinical syndrome of hyperinsulinism and hypo- 
glycemia. The clinical syndrome is characterized 
by paroxysmal attacks similar to insulin shock, 
which occur particularly during fasting or an over- 
fatigued state. They are accompanied by blood 
sugars of 50 milligram per cent or less and are 
usually promptly relieved by the ingestion of glu- 
cose. Central nervous system disturbances are 


common. Estimations indicate that hypoglycemic 
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attacks occur in only about twenty per cent of Islet 
cell tumors. Surgical removal results in relief of 
symptoms. The functional activity of the tumors 
bears little relation to its size but is probably related 
to the type and differentiation of the cells which 
compose the tumors. 

These tumors occur at any age but are most fre- 
quent between thirty and fifty years. Those tumors 
found in the younger age groups are most fre- 
quently associated with hypoglycemic manifesta- 
tions. The incidence is slightly greater in males. 
Most frequently the tail of the pancreas contains 
the tumor. 

The size varies from 1.2 millimeters to 15 centi- 
meters in size. The majority are about one to two 
centimeters large. They are circumscribed, some- 
times encapsulated, have a reddish-gray color and 
are homogeneous in appearance, lacking the fine 
lobulation characteristic of normal pancreas. Rich 
vascularity is a marked feature and the tumor is 
firmer than the surrounding pancreatic tissue. 

Histologically, the tumors resemble the Islets of 
Langerhans. Degenerating changes are often 
found. The large majority of Islet cell tumors are 
benign adenomas. However, some progress rapidly 
and metastasize early and widely by both blood and 
lymphatic streams. Hemorrhagic and degenerative 
changes have been described in the central nervous 
system in fatal cases of hypoglycemia. Acute de- 
generative changes occur in the nerve cells of the 
cerebral cortex and basal ganglia. 

Lopez-Kruger and Docherty made up a workable 
classification of five clinical types of pancreatic Islet 
cell tumors. 

1. Benign Islet cell adenomas without hypo- 

glycemia 

Benign Islet cell adenomas with 
insulinism 

Metastasizing Islet cell carcinomas without 
hypoglycemia 

Metastasizing Islet cell carcinomas with hy- 
perinsulinism 

Sorderline Malignant Cell Tumors with or 
without Hyperinsulinism. 

Many of these tumors that look malignant histo- 
logically act benignly so that metastases is the only 
sure rule of thumb to determine malignancy. 

Howard et al., collected 398 cases of Islet cell 
tumors from the literature. Three hundred and 
thirteen were benign adenomas and _ forty-eight 
were suspiciously malignant but in the absence of 
metastases were classified as benign. Of these 398 
cases, two hundred were operated upon because of 
hyperinsulinism and the remaining one hundred 
and sixty-one were nonsymptomatic and repre- 
sented autopsy findings. Further breakdown of the 
salient features of these cases showed that: (1) 37 
were malignant (22 hyperinsulinism and 15 non- 


hyper- 
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(2) Multiple adenomas made up 
about 12.6 per cent of the series. (3) 9 cases had 
ectopic pancreatic tissue as the source. (4) The 
greatest number of functioning adenomas and sus- 
pected malignancies were in the tail of the pancreas. 
(5) The other types of adenomas are evenly dis- 
tributed throughout the gland. (6) No metastases 
were known to follow excision of an adenoma 
originally thought to be benign. (7) There is no 
evidence of a nonfunctioning tumor becoming a 
functioning one. (8) Suspiciously malignant tu- 
mors are poorly demarcated but otherwise indis- 
tinguishable from benign tumors except histo- 
logically. 

Functioning benign Islet cell adenomas cause 
characteristic symptoms. These include recurrent 
episodes of insulin shock, loss of consciousness, 
weakness, drunken behavior, delirium, hunger con- 
vulsions and emotional disturbances. The most out- 
standing feature is that they occur after long pe- 
riods of not eating or heavy work. Repeated blood 
sugar tests will run about 50 milligrams per cent or 
lower. There is usually an immediate response to 
the administration of glucose. Diabetes has dis- 
appeared in a diabetic who previously required 
insulin. 

Nonfunctioning carcinoma of the Islet cells is 
treated like any carcinoma of the pancreas. Func- 
tioning carcinoma of the Islet cells treatment de- 
pends upon the degree of metastases found, but if 
none are present, the tumor should be removed no 
matter how malignant it looks locally. Nonfune- 
tioning benign adenomas are usually an incidental 
finding at operation and should be locally removed. 
Functioning benign adenomas should be operated 
upon early, since these patients tend to become 
obese and also suffer mental deterioration, Ex- 
cision of the tumor is the operation of choice. 


In handling these benign adenomas surgically, 
the patient should be allowed to ingest carbohydrate 
right up to within four hours of the operation. 
Intravenous glucose should be given before and 
during the operation. Attacks of hyperinsulinism 
should be watched for while under anesthesia. 
After the abdomen has been opened, the first step 
should be the thorough palpation of the stomach, 
spleen, pancreas and entire small bowel, to locate 
any aberrant pancreatic tissue (found in about two 
per cent of the cases). The entire small bowel is 
palpated because a Meckel’s diverticulum may be 
the site of aberrant pancreatic tissue and the 
adenoma. 

When the adenoma is found in the pancreas, 
simple enucleation is all that is necessary ; however, 
exploration of the whole pancreas should be done, 
since about twelve per cent of the time, there will 
be multiple adenomas. If no tumor is found the tail 
and/or the head should be mobilized and suspicious 


functioning ). 
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areas studied by frozen section. Finally, if no tu- 
mor is revealed, the entire body and tail of the 
pancreas and the spleen should be removed and the 
specimen again examined on the spot. (For surgi- 
cal purposes, the body of the pancreas can be con- 
sidered all that is distal to the superior mesenteric 
vein.) If this procedure yields negative results, 
then the surgeon can elect to finish with a total 
pancreatectomy or close up and see if the total pan- 
createctomy is necessary at a later date. It is 
thought better to. wait before doing the total ex- 
cision of the pancreas, because in the majority of 
cases, a cure will have been effected by just the 
removal of the body and tail. Drainage is necessary. 
Excellent results can be expected after removal of 
an adenoma. The mortality runs about nine per 
cent. In about half of the cases in which a subtotal 
pancreatectomy was necessary, the histology will 
be normal. A small number of these patients may 
become permanently diabetic. 

Surgeon: In the earlier phases of this man’s ill- 
ness, he was under the care of a psychiatrist and 
variously studied for diseases such as multiple 
sclerosis and epilepsy. It became apparent to the 
psychiatrist that he did not have epilepsy and the 
presence of an Islet cell adenoma was suspected. 
An internist was called in consultation when the 
patient entered the hospital and this preoperative 
workup and diagnosis was made by him. I have 
asked the doctor to join us here today to give fur- 
ther information on this problem and relate the 
steps taken leading up to operation. 

Internist: In establishing the diagnosis of or- 
ganic hyperinsulinism, pituitary, adrenal and liver 
dysfunction must be eliminated. The laboratory 
work and the response to intravenous glucose 
helped to fulfill Whipple’s Triad in this case, and 
almost certainly indicated the presence of a func- 
tioning Islet cell tumor or hyperplasia. In the 
workup, it should be included that the electro- 
encephalogram study was rather dramatic. Soon 
after the start of the tracing, short runs of irregular 
slow waves appeared in the right temporal area. 
These gradually increased in number and ampli- 
tude, finally appearing in generalized bursts involv- 
ing all areas. The recording was stopped and ten 
cubic centimeters of fifty per cent glucose were 
administered intravenously. The recording was 
resumed and, for a long time, there was no evidence 
of the slow waves. Toward the end of the record, 
they again began to appear in the right temporal 
area alone. 


Conn, et. al., from Ann Arbor, Michigan, have 
recently presented an article on spontaneous hypo- 
glycemia in the September issue of the AMERICAN 
Journat or Mepicine (1955) that is highly rec- 
onmnended for detailed reading. The etiologies of 
hypoglycemia are indeed very numerous but in try- 


ing to limit the causes for discussion during this 
period, let us say that they are generally classified 
into organic and functional. The organic causes 
include, (1) hyperinsulinism from Islet cell tumors 
or hyperplasia; (2) hepatic; (3) pituitary; 
(4) adrenal; (5) central nervous system diseases, 
etc. The functional causes of hypoglycemia are 
those that include no recognized anatomic lesion, 
such as the alimentary hyperinsulinism seen after 
gastroenterostomy. Fortunately, functional and 
organic hyperinsulinism and hepatogenic hypo- 
glycemia make up the vast majority of cases in 
which this problem is encountered. 

The glucose tolerance curves are helpful in mak- 
ing a distinction. In functional hyperinsulinism, it 
begins with a normal fasting blood sugar and then 
shows a sharp fall to abnormal levels. The attacks 
come on under physical and emotional stress and 
are not seen before breakfast, characteristically. 
These patients can often sense their difficulty and 
are the ones who often run for a “coke.” 

In cases of organic hyperinsulinism, there is a 
subnormal fasting blood sugar and then a very low 
level curve between the second and fifth hours. 
Here, the attacks tend to become more frequent 
and severe and often occur before breakfast. In the 
case of this patient, his wife did observe that he had 
his seizures early in the mornings and that he was 
often stuporous on arising. He chewed his food 
mechanically. 

In hepatogenic hypoglycemia, the glucose toler- 
ance curve is abnormal on fasting but they show 
hyperglycemic curves and a slow fall. Here, too, 
they often occur before breakfast but the liver func- 
tion tests are of importance in establishing the dif- 
ference. Carbohydrate restriction doesn’t lower the 
fasting blood sugar in cases of functional hyper- 
insulinism. 

Another factor to be mentioned is the phenome- 
non of postoperative hyperthermia that is seen in 
such cases following the removal of Islet cell ade- 
nomas. Howard found that up to one-third of the 
postoperative deaths are associated with this phe- 
nomenon. Temperatures up to 107 degrees and 
death occur about the fourth day. To prevent this 
in patients, they should have ACTH or hydro- 
cortisone administered in preparation for surgery. 
Usual doses are forty milligrams of ACTH intra- 
muscularly every eight hours for three days before 
the operation. No hyperpyrexia was seen in this 
patient. After the operation, this patient did fairly 
well, in that he had no frank hypoglycemic attacks, 
as before the operation, but low blood sugars were 
present and one as low as 19 milligrams per cent 
was present on the fourth postoperative day. 

Surgeon: At the time of operation, with the 
pathologist present, a very painstaking search of 


the pancreas was made. I could not find an ade- 
concluded on page 34 
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plate emia has become an extremely com- 
mon disease. As you probably know, it is a 
disease of degenerative type. It begins to appear 
in people when they reach the age of thirty-five 
years, and increases in frequency steadily there- 
after. The older the patient becomes, the greater 
are his chances of getting it. In our hospital we find 
that two-thirds of the patients who have had barium 
enemas at the age of eighty years, have diverticula, 
and about one-quarter of all of these patients have 
actual diverticulitis. It, therefore, is an important 
disease in our aging population. 

It has also become an interesting disease for the 
surgeon, because, through the medium of excisional 
surgery, we are gradually evolving a treatment 
that is actually alleviating the disease. This was 
not true twenty years ago when the disease was 
treated by medical measures or by conservative 
surgery, for it often left the patient almost as badly 
off as he was before. 

Let us start first with the disease of diverticu- 
losis. Patients who have this disease are asympto- 
matic and are not surgical problems. There are 
certain medical suggestions that can be given to 
such patients that may avoid the hazards of diver- 
ticulitis, but, insofar as the surgeon is concerned, 
he should not be interested in excising a colon that 
contains asymptomatic diverticula. Resections for 
diverticulitis, on the other hand, are carried out for 
many reasons. They include the complications of 
diverticulitis, perforation, obstruction and hemor- 
rhage, the fear that the lesion may be cancer rather 
than diverticulitis, and now, in many instances, for 
symptomatic, but uncomplicated diverticulitis. The 
latter group accounts for nearly one-third of the 
patients who are now operated on. 

Let us consider the various indications sepa- 
rately. Perforation may be free in the peritoneal 
cavity, with the production of general peritonitis, 
or it may result in an abscess or localized peritonitis. 
*Presented at the Interim Meeting of the Rhode Island 

Medical Society, at Providence, Rhode Island, October 
26, 1955. 


If the perforation occurs into an adjacent viscus, 
fistula formation may occur. This can involve the 
bladder, the uterus, the small bowel, the vagina or 
the skin. When the physician suspects that there 
has been an acute perforation of a diverticulum, 
if any diagnostic barium enemas are to be carried 
out, they must be done with the greatest of circum- 
spection. If barium is to be given, only small 
amounts should be used, and it should not be put 
in under any pressure. Insofar as treatment is 
concerned, we believe that if the perforation has 
been sizable enough to produce a palpable mass, or 
if it has produced a general peritonitis, the treat- 
ment should envisage a resection of the offending 
section of colon as the ultimate operation. This 
usually means that in the acute phases of perfora- 
tion, a colostomy will have to be done, to be fol- 
lowed later by resection and then closure of the 
colostomy. 

The second reason for resection is obstruction. 
Obstruction in diverticulitis is not as common as 
it is with cancer. By barium enema typically there 
is a long area of involved bowel and often there is 
very little distention of the proximal colon. Ob- 
struction from diverticulitis may be subacute for a 
long period of time, but whenever it does occur it is 
wise to consider resection because it is unusual that 
the bowel can recover sufficiently to function satis- 
factorily for a long period of time. 


The third complication demanding surgery is 
that of bleeding. When this occurs in diverticulitis 
it not uncommonly is manifested as a fairly gross 
hemorrhage. In certain instances patients may 
bleed to shock levels, and several transfusions may 
be required to return them to normal. This massive 
hemorrhage is much more typical of diverticulitis 
than it is of cancer. The determination of the exact 
source of bleeding is usually impossible. Occasion- 
ally tiny ulcers may be seen between the diverticula, 
or small polyps may be found. Undoubtedly some 
diverticula themselves must be the source of the 
hemorrhage, but this is difficult to prove patho- 
logically. 

Next, the patients who should have resections 
carried out for so-called uncomplicated diverticu- 
litis should be considered. This is a hard group to 
analyze, for, as many of you who have had experi- 
ence with diverticulitis know, one may treat a pa- 
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tient with an acute attack, who may then be per- 
fectly well for five years before another attack 
occurs. Determination of the natural history of the 
disease is therefore extremely difficult. However, 
it is quite important to single out those that are 
likely to be in difficulty later on because these pa- 
tients can have resections carried out as a one-stage 
procedure, thereby avoiding many of the major 
complications and also the difficulties of a colos- 
tomy. In general terms, if the patient has had 
symptoms for several years, is put on a low residue 
diet, still has diarrhea, a lot of gas and a lot of 
flatulence, operation is indicated unless there are 
other contraindications. Furthermore, if there 
should be two or more separate attacks of diverticu- 
litis, resection should be considered. This is par- 
ticularly true in the patient who has had the disease 
develop at an early age, since complications have 
been particularly severe in those who have had 
diverticulitis before reaching the age of fifty years. 
Severe deformity of the sigmoid by X ray is also 
an indication for resection because in these patients 
there has been a great deal of fibrotic change that 
will never resolve even if the inflammation does 
subside. Furthermore, the development of urinary 
symptoms is often a premonitory symptom of blad- 
der fistula and should be taken as an indication for 
resection before the fistula occurs. 

Finally, the differentiation of cancer from diver- 
ticulitis is a major problem in many instances. 
Certainly, if you do not all agree with my thesis 
that all of these patients described above should 
have a resection, then at least those who actually 
have cancer should have an operation. The patients 
with cancer must therefore be very accurately diag- 
nosed. There are many clinical methods of dif- 
ferentiation. By barium enema, a short defect in 
the colon with shelf-like edges, with destroyed 
mucosa, is almost sure to be cancer, even though it 
occurs in the presence of other diverticula. Clini- 
cally, if there is the repeated passage of small 
amounts of blood by rectum with nearly every 
bowel movement, the patient probably has cancer 
rather than diverticulitis. At any rate, a resection 
should be carried out. In many of these instances, 
the proper diagnosis can be easily made by sig- 
moidoscopic examination, a procedure that is too 
often overlooked. 

Beside cancer, diverticulitis can also be confused 
with left-sided ulcerative colitis. Here again the 
sigmoidoscopic examination and the barium enema 
are the best methods of differentiation because 
clinical symptoms can be very confusing. 

Surgery for diverticulitis involves resection of 
the involved segment of the colon. This nearly 
always means the sigmoid, although occasionally a 
much wider resection will be necessary, and less 
frevnently other sections of the colon may be in- 


volved. The safest type of operation has been 
proved to be the three-stage resection. A trans- 
verse colostomy is made first, which is followed by 
a resection and anastomosis of the involved seg- 
ment of the bowel, and then by a closure of the 
colostomy. This procedure, of course, is not nearly 
as appealing to either the patient or surgeon as the 
one-stage resection and anastomosis, because the 
latter is much simpler for the patient and much less 
tedious. However, it should be noted that in many 
instances a one-stage resection will be extremely 
dangerous for the patient because of the presence 
of an unsatisfactory bowel for an anastomosis, or 
in the presence of extensive peritonitis. 

At the Massachusetts General Hospital, during 
the thirteen-year period from 1942 to 1955, one 
hundred and eighty-seven resections for diverticu- 
litis were carried out. There were five operative 
deaths, or a mortality of 2.7%. For those patients 
in our hospital who are treated medically for di- 
verticulitis, the mortality is slightly over 1%. This 
sharp drop in operative mortality for this lesion, 
over the very high figures that prevailed before the 
advent of antibiotics obviously demands a much 
wider application of surgery to the treatment of 
this disease. 

In this period the one-stage resection and anas- 
tomosis was carried out in 43% of the patients, 
while nearly all of the others were treated by the 
three-stage technic. In the group of ninety-three 
cases treated by the three-stage method, there were 
two deaths, neither of which was due to technical 
reasons, On the other hand, two of the three deaths 
that followed the one-stage resection were due to 
technical reasons because of an insecure anastomo- 
sis. The Mikulicz resection is not recommended, 
and the two-stage resection is not favored because 
of technical reasons. 

By one of these surgical methods, however, many 
of these patients who are now suffering continu- 
ously from the effects of diverticulitis, can be 
restored to normal health, and may be expected to 
lead normal lives thereafter. 
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D ISEASES of the colon are important to us for 
many reasons. Among the most common and 
troublesome problems encountered by the practic- 
ing physician are those of habitual constipation and 
functional colonic disorders. These conditions are 
reflected in the statistics of illness, in industrial 
populations where functional gastrointestinal dis- 
orders, rank second only to the common cold as a 
cause of absence from work due to illness. Patients 
affected by functional colonic disorders are not 
always very sick but, in the aggregate, they consti- 
tute a large medical and socio-economic problem.' 

Nationally, cancer is the second largest cause of 
death with approximately 15% of all cancer oc- 
curring in the colon. Cancer of the colon can be 
visualized in 50 to 75% of patients with a procto- 
scope, which means that 10% of all human cancer 
may be seen with the naked eye. 

Living as we are today ina so-called “cancer age” 
it is by becoming cancer-conscious and equipping 
ourselves not only with the facility but also with 
the necessary training, that we can make a complete 
visual examination of the rectum and lower colon 
a part of a routine physical examination. Bacon? 
in his original textbook writes: ‘“‘By some this ex- 
amination may be considered disagreeable and em- 
barrassing to the patient, yet there is no excuse for 
its omission. It is well to bear in mind that existing 
pathology is overlooked through carelessness or 
failure of examination more frequently than 
through lack of knowledge of the anorectal and 
colonic regions.” Thus the general practitioner may 
ultimately consider it his special contribution to the 
field of early cancer detection to perform a com- 
plete proctologic examination every time he gives 
a complete physical examination.* 

In the performance of a complete proctologic 
survey, there are no specialized procedures nor any 
occult techniques which are not available for use 
by those engaged in almost any phase of medical or 
surgical practice. The areas of collaboration be- 
*Presented at the John F. Kenney Clinic Day of the 

Memorial Hospital Interns’ Alumni Association, at Paw- 
tucket, Rhode Island, November 9, 1955. 


tween the specialist and general practitioner are 
many. Depending upon the individual training and 
experience, particularly in surgery, the general 
practitioner can make a reasonably accurate diag- 
nosis of most proctologic disorders. However, in- 
stances will arise where the lesion is not diagnosed 
accurately or, if the lesion is noted, the significance 
in the total clinical picture may be misinterpreted. 
Under these circumstances the cooperative efforts 
of a bacteriologic and pathologic laboratory, of a 
roentgenologist, and of a proctologist may be neces- 
sary. Once the correct diagnosis has been made, the 
best treatment may be decided upon. Generally, 
treatment of organic lesions of the anus, rectum 
and colon are undertaken by those equipped with 
some degree of special training. Thus the general 
practitioner may call upon the cooperation of the 
specialist in evaluating the seriousness of anorectal 
lesions that should be eradicated, as well as for a 
confirmatory opinion in advising against operations 
when the nature of the lesion is such that surgery 
is contraindicated. An example of this latter situa- 
tion might be given in an elderly male patient with 
hemorrhoids and a complaint of difficulty with 
urination. Operation for the hemorrhoids would not 
cure the difficulty in micturition caused by an en- 
larged prostate which can be felt by digital exami- 
nation in the rectum. 

Since many patients have a reticence in seeking 
medical attention for anorectal complaints, the 
general practitioner must be on the alert for seem- 
ingly minor anorectal complaints which may be of 
the greatest diagnostic importance. This situation 
is complicated by the fact, that there are many 
individuals who have a multiplicity of lower gastro- 
intestinal symptoms, which are manifestations of 
life’s frustrations and resentments. To separate 
the latter from patients with serious rectal disease 
requires constant attention and patience.* 


The Proctologic Examination 

In obtaining the history, the patient is asked for 
all his complaints and encouraged to “‘talk himself 
out” so to speak, with none or few interruptions. 
No apparatus or modern medical gadget can win 
the confidence of the patient more easily than a his- 
tory taken patiently and sympathetically. Only a 
complete history and physical examination can best 
put the patient at ease, and provide the background 
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for the proper interpretation of the patient’s pres- 
ent symptoms. Common to all chief complaints, 
anorectal symptomatology may be indicative of 
some disease entity far more important than the 
presenting anal or rectal lesion. 

The specific signs and symptoms of a proctologic 
disorder consist primarily of variations in normal 
bowel habits, abdominal discomfort, rectal bleeding 
and anorectal pain. Their infinite variation are the 
chief complaints with which the doctor must deal. 
It might be added that these complaints are usually 
not early in the course of the disease and that home 
medications, of one sort or another, have already 
probably been tried without success. 

After a general physical, a local examination of 
the patient in right or left lateral Sims position, or 
a knee-chest position allows for inspection of the 
anal skin changes and of small lesions within the 
anal canal. Digital examination of the pelvic vis- 
cera is best performed in the lithotomy position 
since it allows adequate bimanual palpation in both 
male and female with a vaginal examination in the 
latter, if indicated.*"*-+:7 By informing the patient 
about what you are to do, and reassuring him, you 
can best get the proper relaxation to perform a 
complete examination. Insertion of the proctoscope 
under these conditions in a relaxed patient, well 
prepared, makes for ease of the examination. 

Thus incorporation of the proctologic examina- 
tion in the routine of all general diagnostic problems 
will better acquaint the doctor with the normal 
range of proctologic findings as well as facilitate the 
detection of anorectal disease. 

The anus and the rectum have marked differ- 
ences in development, in appearance, in structure, 
and in physiology in different individuals. Details 
of the nerve supply, lymphatics and blood supply 
with all their possible variations each have their 
importance in certain lesions. For instance, the 
development of the rectum from the mesoderm 
makes it sensitive to pain only, when it is distended 
or crushed but, not when it is incised. The anus 
is of ectodermal origin with somatic sensory nerves 
and is responsive to all modalities of painful stim- 
uli, sometimes acutely. 

In addition to the chief symptoms of anorectal 
disease as evidenced by change in bowel habits, 
abdominal discomfort, bleeding and pain, there 
may be anal pruritis, prolapse and swelling. Va- 
rious combinations and degrees of these six symp- 
toms make up the clinical symptoms of the various 
lesions. 

Common Colonic Diseases 

1. Constipation. Simple or habitual constipa- 
tion is accepted by many patients as unimportant. 
They treat it with a variety of home remedies, most 
of which merely prolong the vicious cycle. The 
causes may be an improper diet, local organic dis- 


ease, systemic disease, or a disturbance in the per- 
sonality and emotions. This latter component is 
present in many patients and the establishment of 
common sense living habits, a thorough examina- 
tion and reassurance, are all, an integral part of the 
treatment.® Constipation may be of many years 
standing in which case it is probably primarily 
habit. The sudden onset of constipation after 
middle age, especially if progressive, is suspicious 
of organic disease of the bowel.?:*:8 This latter 
statement is to be stressed, since most of the other 
symptoms and problems associated with constipa- 
tion, are common knowledge to all of us. In some 
patients alternate bouts of constipation and diar- 
rhea may intervene.? *:5.68 

Successful treatment of constipation demands 
persistence and patience on the part of both the 
patient and the doctor. The establishment of a daily 
routine of regularity, the abandonment of cathar- 
tics and enemas, and the use of active aids in the 
form of appropriate fluids and dietary factors are 
all necessary for success. Bland laxatives when 
necessary, such as hydrophilic colloids, liquid petro- 
latum or others may be used. 

2. Diarrhea. Diarrhea of brief duration may be 
due to dietary indiscretion, food intolerance or in- 
fection. Prolonged diarrhea may be due to an infec- 
tion (amebic or bacillary dysentery, tubercular 
enteritis ), dietary deficiencies (pellagra, sprue) or 
to intractable ulcerative colitis or regional enteri- 
tis.2*° Treatment is directed at the restoration of 
the fluid and electrolyte balance, the eradication of 
the infection, and the early resumption of feeding 
by mouth. These factors are of crucial importance 
in summer diarrhea of children where dehydration 
and disturbances in fluid and electrolyte balance 
may lead rapidly to a terminal result without 
vigorous and adequate treatment. Of particular 
importance is close attention to the prevention 
of a relapse. When the patient is discharged this 
is an ideal time for the doctor to teach this les- 
son.” 3,5, 8,9, 10 

3. Ano-Rectal Lesions. It is not within the 
scope of this presentation to discuss anorectal le- 
sions ; however, I consider it timely to mention a 
few that are of importance to the general practi- 
tioner in establishing a diagnosis. Pain in the rec- 
tum of a short duration during a bowel movement 
may be due to a cryptitis, papillitis or a fissure, 
whereas, pain which is continuous and throbbing is 
usually due to an abscess. 

4. Hemorrhoids. As common as the disorder is, 
the etiology of hemorrhoids is still obscure. In- 
flammation of the vein wall, back pressure on veins 
as in pregnancy or strenuous lifting, and other 
logical explanations have been given without gen- 
eral agreement. External hemorrhoids are covered 


with skin while internal hemorrhoids covered with 
continued on next page 
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mucosa, lie above the dentate line. All gradations 
in between are possible. Inflammation, thrombosis 
and replacement with a fibrous scar are the progres- 
sive reactions. Hemorrhoids have been and prob- 
ably will continue to be a surgical problem, although 
if they are not producing symptoms they may be 
best left alone or treated with injections. Here the 
specialist and the general practitioner can perform 
a valuable service to the patient. When, and when 
not to operate is of considerable importance. If the 
patient does have symptoms, are they referrable to 
the hemorrhoids, and equally important, will the 
operation cure the symptoms? Many times the 
answer to both these questions is a “yes.” How- 
ever, treatment is a question of individual selection 
and no rules can be formulated. The possibility of 
recurrence or anal incontinence are not to be dis- 
missed lightly, although the latter is not likely in 
competent hands. 

5. Colorectal emergencies. Partial or complete 
obstruction and perforation are two emergencies 
which may tax the diagnostic acumen greatly. With 
partial obstruction, differential diagnosis from con- 
stipation is of the greatest importance, since each 
condition requires almost diametrically opposite 
treatment. A mistaken diagnosis of, and treatment 
for constipation in a case of partial obstruction, 
which may have been amenable to conservative 
therapy, may cause complete obstruction. 

Partial fecal impaction and occasionally an in- 
testinal obstruction is most frequently caused by 
anal contracture with stenosis secondary to inflam- 
matory disease with scarring. Treatment consists 
of cleaning the gastrointestinal tract with isostomic 
salt solution so as not to irritate it, which is the 
opposite to the therapy in constipation. Bismuth, 
paregoric and barium are all contraindicated. A 
history and digital examination will tell the story. 
If a mechanical cause for obstruction were recog- 
nized more often, many fissures, chronic ulcers, 
abscesses and fistula could be prevented. 

Remote symptoms related to partial obstruction 
may simulate an appendicitis, sigmoid anginal pain 
or cardiovascular coronary attacks due to straining 
at stool. Remote sequelae of a psychosis which 
ultimately disappeared with appropriate treatment 
has been reported. 

The treatment of perforation depends upon the 
time interval after the perforation and when the 
patient is seen. All free perforations, irrespective 
of the cause, which are seen within a few hours 
after the accident has occurred, demand immediate 
exploration with identification of the site of per- 
foration and its closure by sutures and a colostomy, 
or an exteriorization of the perforated loop. In a 
patient whose perforation is presumed to have oc- 
curred many hours or days before coming under 
medical care, the need for urgent surgical inter- 
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vention is passed. A picture exists of peritoneal 
sepsis in part, at least, localized. Attention directed 
toward the patient’s general condition is the treat- 
ment of choice. Shock should be combated by 
transfusion, and dehydration by the administration 
of fluids. Gastric suction and intubation of the 
small intestine should be instituted. 

6. Specific and non-specific infections of the 
anus, rectum and colon. Primary inflammatory 
diseases constitute a group of clinical entities, some 
of which present the simplest of diagnostic and 
therapeutic problems, while others may tax to the 
utmost the combined skills of the internist, gastro- 
enterologist, proctologist and surgeon. 

Specific infections include parasitic invasion with 
Oxyuris vermicularis (pin worms), Ascarius lum- 
bricoides, Taenia saginata (tapeworm), Endameba 
histolytica (causing amebiasis), and Bacterium 
dysenteriae. Tuberculosis of the anus, rectum and 
colon is almost invariably due to, or associated with, 
tuberculosis elsewhere, usually in the lungs. Ano- 
rectal gonorrhea is found in women as a direct ex- 
tensions from the vagina, and in children from 
contaminated thermometers, enema tips, and the 
like. Anal syphilis, chancroid of the anus and 
lymphogranuloma venereum also occur. 

7. Chronic ulcerative colitis. This disease is 
still an enigma to modern medicine. Clinically the 
disease may be characterized by bloody and muco- 
purulent diarrhea, cramps, varying degrees of 
prostration, periods of remission and in its sever- 
est form, death. The disease is most complex 
and although medical treatment will carry most 
patients, surgery may be necessary and _ effec- 
tive.?: 3.5.8, 10 

8. Factitial Proctitis, — Factitial proctitis or 
radiation injury to the rectum and lower sigmoid 
is seen in women who have had extensive irradia- 
tion for malignancies of the cervix, uterus and 
adnexa and to a lesser extent in males irradiated 
for malignancies of the prostate and bladder.?:*:!*:"8 
Symptoms of increasing severity consisting of 
ulceration, stricture and proctitis with a fistula 
appearing from one month to seven years after the 
irradiation treatment with a six months’ duration 
on the average. Hydrocortisone acetate has been 
tried topically with seemingly good results.!? 1% 

9, Intestinal antisepsis. Although intestinal 
antisepsis with broad spectra antibiotics has re- 
sulted in decreased mortality in surgical pro- 
cedures®:*:!415 certain anorectal complications of 
anal pruritus, monilial infection and more recently 
fulminating staphylococcus enterocolitis have been 
reported. Conditions which seem to predispose to 
these effects are chronic disease, senility, diabetes, 
malnutrition and vitamin deficiency.!* 15.16 

10. Pruritis ani. This symptom is present in 


many conditions. One author gives 5% with sys- 
continued on page 52 
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HONOR TO DOCTOR GARLAND 


Turts UNIVERsItTy, one 
of the educational institu- 
tions for which Massachu- 
setts is justly famous, is 
celebrating, about the time 
that this is written, its cen- 
tennial. We are pleased to 
congratulate Tufts on_ its 
wonderful contributions and 
what, of course, particularly 

interests us is its admirable Medical School. Just 
think of one city having such medical schools as 
Harvard, Tufts and that of Boston University. 

Educational institutions have a pleasant habit of 
bestowing, at special occasions like this, honorary 
degrees on men of great achievement. Naturally 
the presidents of such institutions, who do not get 
their exalted positions unless they have solid rea- 
sons for it, accumulate a good many of these hon- 
orary degrees until they remind us of British 
nulitary men—veterans of many of Britain's far- 
Hung wars—who are loaded down with medals. 
\\e do not believe that it is so very common for 
elitors of medical journals to get these honors. 


Medical men are not of the common herd, whether 
or not that redounds to their credit, and like Mr. 
Gray’s gems of purest ray serene they are apt to 
be in dark unfathomed caves as far as the rest of 
the world is concerned. 

Doctor Joseph Garland is receiving at this time 
from Tufts the degree of Doctor of Science. We 
think that it would be fully as appropriate if he 
received the degree of Doctor of Letters. A grad- 
uate of Harvard, he has been for many years a 
well-known pediatrician on the staff of the Massa- 
chusetts General Hospital. He has also been well 
known as a writer of books. We have not looked 
carefully for a list of his publications, but we do 
know that he has written THE Srory or MEDICINE, 
ALL CREATURES HERE BELow, THE PHYSICIAN 
AND His Practice, THE Doctror’s SADDLEBAG, 
THE YOUNGEST OF THE FAMILY and THE Roap 
TO ADOLESCENCE, 

We rather feel, however, that he has reached his 
apogee in the editorship of the NEw ENGLAND 
JouRNAL oF MEDICINE, alias, THE Boston Mept- 
CAL AND SURGICAL JOURNAL. This old, dignified 


and highly respected publication, under the leader- 
continued on next page 
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ship of Doctor Garland, is about as lively as any 
medical publication could hope to be. Its long 
standing Case Records of the Massachusetts Gen- 
eral Hospital and its reports on Medical Progress 
are exceedingly important. Doctor Garland initi- 
ated only a few years ago a most delightful series 
which he calls Doctors Afield—short biographies 
relating chiefly to interesting achievements a little 
one side of medicine, or perhaps a long way aside 
from medicine, as the story of Doctor Josiah Gil- 
bert Holland, who has appeared in practically all 
American anthologies for many, many, years, but 
who, few of us knew, was a physician. 

To get the real flavor of Doctor Garland we must 
read his editorials. You will get no taste of milk 
and honey, but if you are fond of caviar you will 
indeed enjoy them. Never does he allow his wide 
roving fancy to take him away from the truths 
which he wishes to emphasize. Honesty and 
straightforwardness are the distinguishing charac- 
teristics of the New ENGLAND JOURNAL OF MEDI- 
CINE under Doctor Garland. 

If you read the New ENGLAND JOURNAL OF 
Mepicine we think you will really know what ts 
going on. That the medical profession appreciates 
all this is shown by the fact that the circulation of 
this weekly journal has jumped in ten years or so 
nearly a hundred per cent, its latest edition being 
over thirty-eight thousand. 

The citation of Doctor Nils Y. Wessell, Presi- 
dent of Tufts, was as follows: 

“As mighty as the scalpel or the microscope 

can be the physician’s pen. As medical writer 

and physician-author you are the proof that 
practice and research require for their fulfill- 
ment, interpretative and creative talent. To 
you, Joseph Garland, the honorary degree of 

Doctor of Science.” 

Our heartiest congratulations Doctor Garland 
on this well-merited honor. 


WELL INFORMED 


The members of the Rhode Island Medical So- 
ciety can consider themselves especially privileged 
in that they are constantly being kept up to date 
concerning the activities of their society as well as 
concerning the medical information of prime in- 
terest and importance. Through notices appearing 
in this JoURNAL and through individual releases 
and communiques, every effort is being made to 
keep us well informed. 

For the past several months we have been sub- 
jected to a maze of information, misinformation, 
directives and counter-directives regarding the 
polio vaccine. Our Committee on Child and School 
Health Relations was entrusted with the difficult 
task of studying the problem, clearing the confu- 
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sion and formulating methodical policies. This was 
done with sound judgment and a most informative 
release was sent out to the entire membership. This 
Committee is te be commended for its fine work 
and for a job well done. 

More recently, we have been circularized con- 
cerning Public Notices by Physicians, the Benevo- 
lence Fund and our Group Professional Liability 
Insurance Program. These three items are deserv- 
ing of the personal attention of each and every 
member. 

To our various Committees, we offer our sincere 
congratulations for keeping us so well informed. 


AMA CLINICAL MEETING 


About one month ago this region was especially 
favored in that the American Medical Association 
held its clinical meeting within easy traveling dis- 
tance for the many thousands of New England 
physicians. A meeting of such magnitude required 
many months of preparation, but all the effort ex- 
pended was well repaid by the interest shown by 
those in attendance. From all points of view, 
namely, the attendance, the scientific and technical 
exhibits, the motion pictures, the colored television 
program and the scientific lectures, one could sense 
that a great deal of care had been taken to present 
a program with such general appeal. 

The number of registrations, 8,637, of whom 
3,779 were physicians, was very flattering indeed. 
Noteworthy of mention is the fact that more than 
two hundred members of the Rhode Island Medi- 
cal Society were present. 

It was pleasing to have an opportunity to listen 
to a scientific paper delivered by three of our mem- 
bers and later to visit two scientific exhibits where 
these same members greeted us. Many comments 
of a complimentary nature were heard. 

One of the highlights of the meeting was the 
dinner for the members of the House of Delegates. 
The New England State Medical Societies were 
the hosts for this event. From all accounts, the 
delegates were very favorably impressed and thor- 
oughly appreciative for the fine reception that Bos- 
ton in particular, and New England in general, had 
extended to them. 


THE DOCTOR T. DUCKETT JONES 
MEMORIAL 

You will remember that a few years ago we had 
a remarkable series of lectures devoted to the heart 
by some of the outstanding specialists in the coun- 
try. None were better than the one by Doctor 
T. Duckett Jones who had for many years inter- 
ested himself in rheumatic fever. Doctor Jones, 
most unfortunately, died prematurely not long ago 
at which time he was medical director of the Helen 
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Hay Whitney Foundation. This foundation is 
making a memorial fund honoring Doctor T. Duck- 
ett Jones, and the income from it will support out- 
standing young scientists who are investigating 
rheumatic fever and related fields. 

A committee has been formed including some 
of the outstanding medical men who are interested 
in this work, and the man who will be in immediate 
charge in this neighborhood is Doctor Marshall N. 
Fulton of Providence. 

Rheumatic fever causes about ninety per cent of 
all heart diseases in children, resulting in more 
deaths among them than the combined total of 
whooping cough, measles, diphtheria, scarlet fever, 
meningitis, and polio. Great advances have been 
made in controlling this, but it is still a tremendous 
menace. 

Doctor Jones, during his many years at the 
House of the Good Samaritan at Boston, while 
connected with the Massachusetts General Hospital 
and Harvard University and during his seven years 
at the Helen Hay Foundation, was outstanding in 
this work, receiving the highest honor of the Amer- 
ican Heart Association—a gold heart award. 

We are greatly pleased that we can aid in giving 
publicity to this fine campaign. 


HERBERT GRAVES PARTRIDGE, M.D. 


Twice a week, as an accustomed thing for many 
years, Doctor Partridge came into the Medical 
Library, sat down at his favorite table, where we 
are happy to say there was and is a brass plate pay- 
ing a little tribute to him, and read. Reading was a 
very big part of Doctor Partridge’s life. The con- 
sequence was that one would search far to find a 
better acquaintanceship with obstetrics and added 
to this a very wide knowledge, not only of medicine, 
but of the best literature of the world. He hada 
wonderful collection and before he died he had 
contributed many of his most valuable and interest- 
ing items to our Library. 

He was an unusually modest and quiet man. This 
did not mean that he was doubtful as to his knowl- 
edge and abilities. He had a quiet confidence in 
them but he did not choose to advertise them. 

Here is an interesting observation on his dis- 
inclination to make himself, even in old age, the 
subject of discussion. Doctor Jordan, whose super- 
intendency of the Lying-In Hospital had brought 
him into close contact with Doctor Partridge over 
many years, thought that the doctor was born in 
West Medbury. The writer of this article, who for 
years had many happy chats with Doctor Partridge, 
thought that he was born in Wellfleet on Cape Cod. 
The record showed, however, that he was born in 
\Wakefield, Rhode Island, the son of a Baptist 
minister who had parishes in all these places. 

Doctor Partridge was one of a small group who 
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about forty years ago practiced a queer combina- 
tion of specialties. With Doctor DeWolf, Doctor 
Parnell Fisher, and possibly others, he was an in- 
ternist at the Rhode Island Hospital and an ob- 
stetrician on State and Maude streets. He did not 
do operative gynecology. 

He played important parts in our organized 
medical life, for he was president of the Providence 
Medical Association and the Rhode Island Medical 
Society. 

Doctor Partridge was far from the all work and 
no play dull boy. He wanted to get a lot out of life 
and he did. He enjoyed travel and for years he 
made numerous jaunts by automobile into some of 
the liveliest parts of our country. Also he liked 
trips to larger cities as he was fond of the stage. 

The next time you are at the Medical Library, 
take a look at his reading desk with its handsome 
brass plate. 

HERBERT G. PARTRIDGE, M.D. 


Fellow, Rhode Island Medical 
Society since 1897 


Frequent Contributor 
of Valuable and Inter- 
esting Items to the 
Library 


Member, Library Commit- 
tee for 35 years, 14 as 
Chairman 


This Plate Marks His 
Favorite and Much 
Used Reading Table 
May it stimulate you to lead a life like Doctor 
Partridge’s. 


PHYSICIANS SERVICE CLAIMS 


We are urged to use more diligence and care in 
filling out claims. From the information at hand 
it would seem that a second look is very much 
indicated before mailing in the forms. 

Do you know that the surgical-medical service 
reports of Physicians Service are being returned 
for completion at the rate of between fifteen and 
twenty each day? At first glance, this appears 
rather insignificant, but when compiled over a pe- 
riod of twelve months it represents a total of about 
five thousand claims. This duplication of effort 
that very well could be avoided adds greatly to the 
cost of processing the claims and burdens the staff 
with unnecessary work. 

In reviewing many of these incomplete forms 
it was found that the items most frequently left 
unanswered were the Identification Number, the 
Income, and the Accommodations. Furthermore, 
there was often failure to enter the diagnosis prop- 
erly and to describe clearly what treatment was 
rendered or what operation was performed. 


We might well be reminded that the claims are 
continued on next page 
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judged by whatever information is submitted. 
Should we not, therefore, avail ourselves of the 
reverse side of the form for more detailed descrip- 
tion and information ? 

More care and less laxity will definitely simplify 
the task, result in less cost and less delay in process- 
ing the claims and effect prompt payments. 





ISLET CELL ADENOMAS OF THE PANCREAS 
concluded from page 25 

noma even after mobilization of the head of the 
pancreas was done, nor was there any evidence of 
aberrant pancreatic tissue. As you know, one of 
the fasting blood sugars, after the operation, 
reached 19 milligrams per cent, and this serves to 
point out what a problem is still faced in this par- 
ticular case. The problem to be solved is whether 
further surgery should be considered. If it is car- 
ried out, it means that a total pancreatectomy is 
necessary and that diabetes must follow, thus re- 
quiring that he take insulin for the rest of his life. 
There must also be careful dietary supervision to 
effect the loss of pancreatic ferments. There will 
be frequent and uncomfortable stools with heavy 
fat content. It seems to me that if these spells can 
he eliminated by the intake of proper foods before 
retiring at night, plus added fruit juices, before 
getting up in the morning, that surgery can be 
avoided, This regime has worked out satisfactorily 
in children who present a similar problem. 

The inability to demonstrate a tumor leaves us 
with a great problem. We are managing this pa- 
tient with diet and he seems to be doing quite well 
so far. It is hoped that the tumor will grow in size 
so that it might be easier to identify if and when 
further surgery become necessary. 

The removal of the body and tail of the pancreas 
often suffices to effect a cure, but not so in this case. 
Questions of whether the total pancreatectomy 
should be done and, if so, at what time, as it applies 
specifically to this case, are some of the questions 
that we would like to have discussed. 

Audience: Before going into any further dis- 
cussion, I think that the condition of Islet cell 
hyperplasia should be further discussed. I see it is 
not included in the previous classification with 
functioning and nonfunctioning adenomas and 
carcinomas. I believe it should be. Hypoglycemia 
is frequently seen in children and Islet cell hyper- 
plasia is frequently encountered; as in this case, 
normal pancreas is often found and removal of 
four-fifths of the pancreas reduces the hyper- 
insulinism and gives a cure. 

Surgeon: That is a good point and in hyper- 
plasia in children after removal of most of the pan- 
creas, it is better not to do any further re-operating 
as, under proper dietary management, given cases 
can be controlled. 
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Audience: It might be considered to re-operate 
upon this man and remove half of the remaining 
head of the pancreas. 

Audience: It would seem to me that one is justi- 
fied in waiting longer in this case, since subtotal! 
pancreatectomy has been done and even though he 
is having evidence of continued low blood sugars. 
Perhaps, after a period of six months, the tumor 
may be large enough to feel. 

Surgeon: Since he left the hospital, the patient 
has felt somewhat better and is being carried on a 
careful diet and we are going to give him ACTH. 
Somehow, it seems harsh to complete the removal 
of the pancreas and end up with a patient who is 
a dietary cripple and a permanent diabetic, and yet 
we know that hyperinsulinism will not be cured 
unless the adenoma is removed, despite the amount 
of pancreas removed. 

Resident: | think it would be better to make him 
a diabetic than allow these severe cerebral changes 
already present by electroencephalogram to pro- 
gress any farther. 

Internist: I, too, wouldn't be upset at his becom- 
ing a diabetic, as such patients are readily controlled 
and often require about twenty-five units of insulin 
a day. This man will become a permanent psychi- 
atric problem. 

Audience: The use of radioactive phosphorus in 
helping to locate the adenoma could be considered ; 
with special electrodes and counter, such function- 
ing adenomas could be made out. 

Surgeon: It is something to be considered, espe- 
cially should it happen that the adenoma in the 
remaining pancreas still could not be found. 

Audience: How about the use of alloxan? 

Internist: I, personally, have not used alloxan, 
but I would doubt if it would work out practically. 
It has been used often and, besides being extremely 
hard on the patient to take it, it has also been shown 
to destroy Islets but to leave the adenoma intact. 
Some of the time, it does not destroy the normal 
Islet cells in the human, either. Its use would be 
of doubtful value. 
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PRO-BANTHINE: 


FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 
hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis. It 


is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion’? which “re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents, 

In Roback and Beal’s? series ‘‘Side effects were 
almost entirely absent in single doses of 30 or 
40 mg....” 

Pro-Banthine (8-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 

2. Roback, R. A., and Beal, J. M.: Gastroenterology 25:24 
(Sept.) 1953. 


Clinical trial packages of Pro-Banthine and the new booklet, ‘Case 
Histories of Anticholinergic Action,’’ are available on request to... 


P. O. Box 5110-C-16 
Chicago 80, Illinois 





THE MANAGEMENT OF CHILDREN 

WITH ABDOMINAL PAIN 
continued from page 22 
was some dullness to percussion over the left lower 
lung field with diminished breath sounds in this 
area. The abdomen was somewhat distended and 
there was definite spasm and tenderness in the left 
upper quadrant. The liver was palpable 3 cm below 
the right costal margin. A careful P.IE. was other- 
wise entirely negative. Her blood showed a poly- 
morphonuclear leukocytosis and her urine specimen 
showed 11 leukocytes in every field. X rays were 
taken, 

She was seen by everyone in the hospital, and 
the surgeons felt that she should be explored, and 
the medical people felt that she should be treated 
conservatively. 

She was given terramycin, or one of the anti- 
hiotics for a few days, and she seemed to be im- 
proved. Then that was omitted because of gastro- 
intestinal symptoms. She immediately flared up 
and again had severe abdominal pain and she was 
sent to us, with the question of some abdominal 
condition. 

We could not think of anything in the abdomen 
that would give this particular clinical picture, but 
again, she had no definite findings in the lungs, and 
our first X ray was of the abdomen. 

Dr, Berman: Vrom the upright film, of the pair 
of films of the abdomen, we saw that there was 
definite evidence of something wrong in the left 
lower lung field. 

There is no question but that there was consider- 
able accumulation of fluid in the left lung as our 
film showed, and there was underlying pneumonia, 
which was not obvious on the film. I remember 
this case very well. The pediatrician who had it in 
one of the communities close to Boston was trained 
at our hospital. | might say that he and the surgeon 
in this community were subjected to a considerable 
amount of pressure when the child’s symptoms 
were not responding to medical therapy. So that 
this was really a problem. 

The child's symptoms and signs were outstand- 
ingly abdominal and because of this the whole 
approach to this case was abdominal. 

\s we went over the chest films that were taken 
in the community hospital, we saw a small amount 
of fluid beginning to form in the left side. One 
might say that, well, they should have picked it up, 
and so on, but I think that in the presence of pathol- 
ogy in the left side of the abdomen finding a small 
amount of fluid there, is not going to sway your 
opinion in thinking that the primary pathology was 
in the abdomen. When we saw the child, the find- 
ings in the chest were obvious, and it was not difh- 
cult to put the picture together, 

Even though the symptoms may be related to 
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the pathology primarily in the lungs, the X-ray 
findings may actually be very minimal. And it may 
take time for them to develop. I think that this 
bears out again the point that Dr. Swenson made, 
that it is rarely worth while to do an exploratory 
operation, nowadays, where you do not find localiz- 
ing evidence of pathology. 

Dr. Swenson: 1 think the lesson from this case 
is that if you really study the patient thoroughly 
and completely, you will not have to do blind 
abdominal explorations. 

Now just to show you what traps we can get into 
I am going to present a case that I was completely 
in the wrong on, and I did not realize it until the 
morning after we operated on this child. 

This was the case of a seven-year-old deaf boy 
who had been sent home from school because of a 
limp. Later there was the onset of abdominal pain 
and vomiting. In the past history there was some 
mention of chronic joint pains. On examination, 
this boy had most convincing localized tenderness 
in the right lower quadrant. 


Case No. 4 

Seven-year-old white male deaf schoolboy who 
was well until twelve hours before admission when 
it was noticed that he limped and favored his right 
side. He began to complain of pain in the right side 
of the abdomen, which tended to settle in the right 
lower quadrant. There was no vomiting but the 
patient refused food. He was sent home from 
school and seen by his local physician who sent 
him in to the hospital with the diagnosis of an acute 
abdomen. There had still been no vomiting. The 
past history was negative except for joint pains 
eight months previously. On physical examination 
the chest was negative, the heart was not enlarged. 
There was a Grade II systolic murmur at the apex. 
There was well-localized tenderness to the right of 
the umbilicus. There was some tenderness in the 
right flank and rebound tenderness. The tempera- 
ture was 100.4, pulse 110. The urine was negative. 
The white count was 28,000 with 88% polys. The 
sedimentation rate was 115 m.m. in one hour. Be- 
cause of the striking localized signs in the right 
lower quadrant an operation was performed. 

1 am going to take this opportunity to say that 
this case is one of many that I could present to you 
where rebound tenderness in children under eight 
vears of age will give you misinformation. This 
boy did not have appendicitis, yet there was clear- 
cut rebound tenderness. He had a white count of 
28,000. A sedimentation rate was done the morn- 
ing after operation, and it was 115 mm. in one 
hour. It does not make us feel a great deal better 
that the child got along all right. 

We put this one in just to show you one thing, 


and that is that in situations where the story is 
continued on page 38 
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in those intranasal disorders 


where thick mucopurulent discharge indicates 
there is secondary bacterial infection, prescribe 


*Trisocort’ Spraypak* is the intranasal 
preparation which provides: 


(a) Hydrocortisone— the most effective intranasal anti-inflammatory 
agent: to reduce inflammation, edema, and 
engorgement. 


(b) 3 antibiotics— gramicidin, polymyxin and neomycin: 
to neutralize both gram-positive and 
gram-negative bacteria. 


(c) 2 decongestants— phenylephrine hydrochloride and Paredrinet 
Hydrobromide: to assure both rapid 
and prolonged decongestion. 


Formula: Hydrocortisone alcohol, 0.02%; gramicidin, 0.005%; 
neomycin sulfate (equivalent to neomycin base, 0.60 mg./cc.); 
polymyxin, 2000 U/cc.; phenylephrine hydrochloride, 0.125%; 
‘Paredrine’ Hydrobromide, 0.5%; preserved with thimerosal, 


1:100,000. Available in /% fl. oz. squeeze bottles. 


Smith, Kline & French Laboratories, Philadelphia 1 


* Trademark 
{T.M. Reg. U.S. Pat. Off. for hydroxyamphetamine hydrobromide, S.K.F. 








THE MANAGEMENT OF CHILDREN 
WITH ABDOMINAL PAIN 
continued from page 36 
vague and there is a history of joint pains in the 
past, a blood sedimentation rate may be helpful in 
deciding whether or not the child has acute rheu- 
matic fever. 

Dr. Baty: Perhaps I should point out that this 
is a good illustration of the trap that a surgeon gets 
into, but that we, as medical men, get into, too. 
Probably if we had been around that evening we 
would have concurred with the demands to operate 
on this boy, because the signs were so definite. 

I do not know how you are going to avoid occa- 
sionally operating on a child with rheumatic fever. 
If there is anything in the story to alert you, then 
you should be cautious. 

As I pointed out, the one thing here, if it had 
not been for the difficulty in communication and 
history, that might have alerted everybody, was the 
fact that he had had joint pain! 

The other patients I have seen who have had 
similar operations for acute rheumatic fever had 
no history of previous joint pain. 





SURGICAL MEETING IN 
PHILADELPHIA 


More than 3,000 surgeons, surgical specialists, 
nurses, and other medical personnel from Canada 
and the United States are expected to attend an 
intensive, four-day Sectional Meeting of the Amer- 
ican College of Surgeons in Philadelphia, Pennsyl- 
vania, February 13 through 16, at the Bellevue- 
Stratford. Doctor Calvin M. Smyth, Jr., Philadel- 
phia, is chairman of the Local Advisory Committee 
on Arrangements. 

In length and scope this meeting will approach 
that of the annual Clinical Congress. Sessions in 
general surgery and the specialties, hospital clinics, 
surgical forum research reports, cine clinic films, 
technical exhibits, and hospital field trips will be 
included in the program. A special four-day pro- 
gram for nurses will be a highly important part of 
the entire program. 

All of Philadelphia's medical schools and many 
local surgical specialty organizations are cooperat- 
ing in planning this meeting. Philadelphia’s teach- 
ing hospitals are combining to offer clinical sessions 
at Children’s Hospital, Hospital and Graduate Hos- 
pital of the University of Pennsylvania, Hehne- 
mann Hospital, Jefferson Medical College Hospital, 
Pennsylvania Hospital, Philadelphia General Hos- 
pital, Presbyterian Hospital, Temple University 
Hospital, and Wills Eye Hospital. 

Doctor Smyth will preside at the dinner meeting 
Monday evening, at which Doctor Paul R. Hawley, 
the director, American College of Surgeons, will 
address the assembly. Two special features will 
follow: the showing of a film titled Danger at the 
Source, concerned with the problem of more sup- 
port for the nation’s medical schools; and a talk 
titled Lamp Lighters given by Doctor Kenneth 
McFarland, Kansas, educational consultant and 
lecturer for General Motors. 

At the session on Wednesday morning, February 
15, Doctor J. Murray Beardsley of Providence will 
preside. 
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Dr. Swenson: A sedimentation rate of 115 is 
acute rheumatic fever, in most instances. 

Dr. Baty: It certainly suggests something besides 
ordinary septic conditions, or appendicitis. It sug- 
gests one of the collagen diseases, or something 
more severe than ordinary acute appendicitis. 

Dr. Swenson: The next case we present with 
only one thing in mind. This was a small child who 
had repeated bouts of abdominal pain. This young- 
ster was brought in during one of these attacks of 
abdominal pain and vomiting. An intravenous 
urogram was made. We often neglect to use an 
intravenous urogram in children with acute ab- 
dominal pain. 


Case No. 5 

Four-year-old girl who had been having episodes 
of right lower quadrant pain, nausea and vomiting 
for two years. Urinalysis was negative and plain 
roentgenograms of the abdomen revealed nothing 
remarkable. 

This is an excellent illustration of how you can 
use the intravenous urogram, as a measure to help 
you in deciding what to do with an acute attack 
of abdominal pain. 

Dr. Berman; 1 think that this case presents an 
excellent illustration of the sort of thing that we 
look for. I mentioned that the intravenous uro- 
gram is very often a most rewarding procedure in 
these cases of obscure abdominal pain, and this is 
an example of that. 

We notice that the collection system of the left 
kidney was relatively well seen, and looked pretty 
good on the film. Going over to the right side we 
saw that the renal outline appeared to be a little 
large for the collecting system, or conversely, the 
collecting system does not seem to be large enough 
for this kidney. When you see that you ought to be 
worried that there is not another segment of renal 
pelvis, which is blocked or not functioning so that 
you cannot visualize it. We have found some of 
them so small that the size of the visualized collect- 
ing systems appear perfectly normal, and only later 
an additional blind segment of ureter is picked up. 

In this case, follow-up films even up to two hours 
after injection of the contract medium turned out 
to be worth while. On a two-hour film we saw the 
visualizing of a hydronephrotic blind sac, repre- 
senting the renal pelvis of the upper portion of that 
kidney. And this obviously accounted for the 
child’s symptoms. 

One point is that in this type of case, the intra- 
venous urogram is more valuable than the retro- 
grade. On the retrograde study, only one section 
of a ureter may be filled and a double ureter may be 
missed, Occasionally, we find that a urologist wants 
to jump the gun and wants the retrograde done 


first. We try to have the intravenous pyelogram 
continued on page 40 
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STAY ON 
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COMFORTABLY 


in URINARY DISTRESS 


Pyridium’ 


(Brand of Phenylazo-diamino-pyridine HCl) 


provides gratifying relief in a matter of minutes 


Painful symptoms impel the patient with acute or 
chronic pyelonephritis, cystitis, urethritis or prostati- 
tis to seek your aid. In the interval before antibiotics, 
sulfonamides or other antibacterial measures can 
become effective, the nontoxic, compatible, analgesic 
action of Pyripium brings prompt relief from urgency, 
frequency, dysuria, nocturia or spasm. At the same 
time, PyripiuMm imparts an orange-red color to the 
urine which reassures the patient. Used alone or in 
combination with antibacterial agents, PyripIuM may 


be readily adjusted to each patient by individualized 
dosage of the total therapy. 

SUPPLIED: In 0.1 Gm. (1% gr.) tablets in vials of 12 and 
bottles of 50, 500, and 1,000. 


Pyripium is the registered trade-mark of Nepera Chemical Co., Inc., for 
its brand of phenylazo-diamino-pyridine HCl. Sharp & Dohme, Division 
of Merck & Co., Inc., sole distributor in the United States. 


SHARP & DOHME 
Philadelphia 1, Pa. 
Division of Merck & Co., Inc. 





THE MANAGEMENT OF CHILDREN 
WITH ABDOMINAL PAIN 
continued from page 38 
done first, mainly to rule out such a situation as 
this. 

Dr. Baty: The next patient, the number six case, 
is a twelve and one-half-year-old boy who came to 
the hospital, again because of bouts of abdominal 
pain, and he had been studied quite extensively in 
a community hospital and never had any urinary 
symptoms or findings. 


Case No. 6 

Twelve and one-half-year-old, white male ad- 
mitted to the hospital because of recurrent bouts of 
abdominal pain of two months’ duration. He had 
been hospitalized previously at another institution 
where a number of studies had been performed 
which proved to be negative. His abdominal pain 
was generalized and not associated with any vomit- 
ing or other gastrointestinal symptoms. There 
were no urinary symptoms. He was a_ well- 
adjusted, well-nourished and developed young boy. 
The examination was entirely negative except for 
slight left costovertebral angle tenderness. There 
was some evidence of chronic eczema of the skin 
and some conjunctivitis in the left eye. Laboratory 
data revealed a hemoglobin of 81% with a white 
count of 5,400 with a normal differential. Urine 
examination was within normal limits. 

Dr. Berman: From our films we saw well demon- 
strated a double kidney on the left with a relatively 
normal-appearing double renal collecting system. 

The point that we make in this case is that you 
can have symptoms related to a double kidney, and 
intermittent hydro-nephrosis of the upper renal 
segment, without any abnormal findings on the 
X rays. By that, I mean that this child’s symptoms 
could well have been related to the double kidney. 

Dr. Baty: Do you want to comment on this, 
Dr. Swenson? 

Dr. Swenson: This child had a hemi-nephrec- 
tomy with relief of symptoms. 

I should like to say something about the manage- 
ment of children with chronic abdominal pain. 
During the first interview and examination of such 
a patient, it is important to reassure the family that 
the cause of the pain is probably not serious and 
that in many instances the attacks of pain will be- 
come less frequent and in all likelihood disappear 
altogether. It is not necessary in most instances to 
proceed directly with X-ray examination simply 
because many of the children will recover and not 
require any laboratory investigation. Should the 
attacks persist the most profitable examination to 
have performed is an intravenous urogram. The 
next most profitable examination is a gastro- 
intestinal series and least helpful is a barium enema. 

Dr. Baty: The next child, I think, is an interest- 
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ing problem, and he turned out to have something 
that I would hazard a guess that none of you, even 
Dr. Calder, who has seen almost everything over a 
period of years, would suspect. 


Case No. 7 


Ten-year-old boy sent to the hospital because of 
recurrent abdominal pain for about three weeks 
which was not too severe but had been associated 
with nausea and some vomiting. The child had been 
operated on in our hospital at the age of seven days 
and a large left cystic kidney removed. Between 
the ages of nine months and five years he had had 
several episodes of abdominal pain associated with 
a board-like abdomen. These episodes had been 
followed by pallor and unconsciousness for about 
twenty minutes following which he waked and 
seemed perfectly well. Physical examination was 
negative and laboratory tests showed nothing ab- 
normal. An intravenous pyelogram was done. 

This boy was in our hospital because his doctor 
felt a mass during the first few days of life. A 
poly-cystic kidney was removed at fourteen days 
of age. He then moved out of town, and although 
he was followed for a year or so, he seemed per- 
fectly well, and did very well, except for one period 
of unexplained abdominal pain until his physician 
called me and said that he was now having pain on 
the other side. With that history we assumed that 
he had something wrong with the other kidney in 
the way of poly-cystic disease. 

However, we could find absolutely nothing worth 
while on physical examination, or on the ordinary 
laboratory procedures. 

Our first procedure was an intravenous pyelo- 
gram. 

Dr. Berman: This case was particularly interest- 
ing to me, as it was to all of us in the hospital, 
because we thought it was a little unusual ; we have 
had a couple like it, but they are few and_ far 
between. 

Our film showed that there was no excretion on 
the left side, because, as Dr. Baty told you, the 
kidney was removed. There is a little irregular 
calcified density above the upper pole of the right 
kidney. On the basis of this finding, we decided 
upon a chole-cystogram. And here we found a gall- 
stone within the gall bladder, and this child did not 
have erythroblastic anemia. 

Dr. Baty: He has had the gall bladder removed, 
and he has been well since then. This is an instance 
of gallstones in a boy of ten years without any 
other associated findings. As Dr. Berman has said, 
we have had over a period of years two or three 
similar situations. 

The next case illustrates the more common situa- 
tion of the formation of gallstones. As Dr. Berman 
said, the boy we have discussed did not have hemo- 
lytic disease. 
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Gallstones in children are very rare. They are 
more commonly found in the instances where they 
have been described as more commonly occurring, 
in the chronic hemolytic anemias. 

The next case is presented, not because he was 
any particularly diagnostic problem, but simply 
because he illustrates this point. This was a colored 
youngster who had sickle cell anemia, and we had 
been following him for years. 


Case No. 8 


‘Ten-year-old, colored boy who had been treated 
in our hospital for about five years because of 
sickle cell anemia before he returned in 1950 with 
abdominal pain. He had been in bed for six days 
with fever and joint pains. The day before admis- 
sion he complained of severe pain in the epigas- 
trium, slightly more to the right. The pain per- 
sisted and he vomited once. He appeared both 
chronically and acutely ill and was complaining of 
severe epigastric pain. T 99, P 96, R 24. The up- 
per abdomen was tense and tender and what was 
thought to be an enlarged liver was palpable across 
the upper abdomen. There was no jaundice and 
except for pallor, the examination was otherwise 
negative. Blood showed a severe anemia with 
sickling, WBC 15,000 with 80% polys. He was 
given antibiotics, fluids intravenously and was 
operated on the following day. 

He had had several bouts of cholecystitis, and 
we felt that he probably had gallstones, although 
they were not opaque, and did not show up in X 
rays. He came in at this time with very severe 
symptoms, but pretty obvious signs of acute chole- 
cystitis, and while we debated as in the past on two 
or three occasions about removing the gall bladder, 
it seemed necessary at this time. He did have both 
acute and chronic cholecystitis, and the gall bladder 
was full of the little stones that don’t show up in 
the ordinary film, 

He made an uneventful recovery from this epi- 
sode, but unfortunately three or four years later 
he had a severe bout of a hemolysis, associated 
with an infection, and died. 

Are there any comments about those situations 7 
_ Dr. Swenson: The only thing I would like to say 
Is directed to the surgeons. If you see a child with 
gallstones without any generalized metabolic dis- 
ease, there probably will be some anomaly of the 

gall bladder, and at operation a search for anomalies 
in the region of the gall bladder should be made 
before cholecystectomy is performed. The first 
child that Dr. Baty told you about had an anomalous 
blood supply to the liver which was recognized 
before any damage was done. 

Just to show you that occasionally a gastro- 
intestinal series is in order, we present the following 
case which was a boy of thirteen who was sent to 
us with a diagnosis of duodenal ulcer. The history 

continued on next page 
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goes back to the age of six, and some symptonis 
might have been related to this condition at the age 
of four. While we say generally that you do not 
see duodenal ulcers in children, they do occur and 
occasionally a gastrointestinal series is the only way 
to elicit the proper diagnosis. 


Case No. 9 


Thirteen-year-old boy referred for evaluation in 
May, 1951. As a child, about three or four years 
old, the parents remember that while playing out- 
doors, the patient used to come running into the 
house complaining of abdominal pain. He would 
rest for a while and then feel better and go back to 
play. At seven years he had the first attack of 
abdominal pain with vomiting. He remained in bed 
three days, then went back to school. Three attacks 
occurred about two or three weeks apart. He was 
placed on ulcer regimen with relief of symptoms. 
However, he had recurrent mild attacks. He had 
a severe attack in August, 1948. He was given a 
more strict diet and symptoms subsided until one 
month prior to admission. Physical examination 
and laboratory studies were unremarkable. X-ray 
studies were carried out. 

Dr. Berman: You would not have to have been 
a radiologist to see the deformity of the duodenal 
bulb in our film, and he had a typical ulcer crater 
within it. 

The only comment I have to make is that I 
believe, I am not sure, but I think that we are seeing 
a little more of this disease in the younger age 
groups. I do not know whether modern civilization 
or better diagnostic methods account for that. 
Another point I should like to make is that there 
are certain medications used today that should 
cause us to be alert for duodenal ulcer since ACTH, 
cortisone and some of the drugs used in arthritis 
are known to predispose to it. 

Dr. Swenson: Have you any comments, Dr. 
Baty? 

Dr. Baty: This boy did very well under medical 
treatment. 

Dr. Swenson: The one thing we have learned 
about children with ulcer is that they must be hos- [7 
pitalized for proper treatment. This boy was sent | 
to us for gastric resection. Prior to this he had been 
treated at home on the ambulatory basis. We hos- | 
pitalized this boy for four weeks, and he did quite | 
well. He is now eighteen and doing very nicely. | 

For the information of the surgeons, it used to | 
be thought that subtotal gastric resection was a poor | 
operation for children because normal growth and 
development would not take place postoperatively. 
Subtotal gastric resection was performed on a 
six-year-old girl who has now been followed for 
seven years and growth and development have been 
perfectly normal. 
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We have another interesting case here for you. 
We want to show you that a barium enema occa- 
sionally is the only way to arrive at the diagnosis. 
This case was a ten-year-old boy who had had over 
a period of time repeated attacks of abdominal pain. 
He was below the average height and weight for 
his age. The child was sent to us with a diagnosis 
of duplication. 


Case No. 10 

Ten-year-old boy was referred because of re- 
peated attacks of abdominal pain and vomiting for 
fourteen months. A G.I. series performed at an- 
other hospital was said to have revealed a duplica- 
tion of the bowel. In the year previous to admis- 
sion the boy had failed to gain weight and had 
become quite frail. Physical examination and lab- 
oratory studies were non-contributory. X-ray 
studies were carried out and an operation per- 
formed. 

Dr. Berman: Ve did two upper gastro-intestinal 
series on the boy. I was a little disappointed that 
I could not establish the diagnosis. I could not 
demonstrate anything abnormal about the small 
bowel, nor could I get evidence of mal-rotation. 

On the barium enema, as the barium entered the 
colon, the spleenic flexure, instead of demonstrating 
the ordinary curvature, went around in back, and 
there was a consistent encroachment on the colon, 
at one point, which showed up in all projections. 
The caecum was where it ought to be. However, 
an abnormal appearance of the bowel indicated that 
we were dealing with some sort of a mal-rotation, 
not the usual type. 

On the basis of this, we suggested that there was 
probably an abnormal mesentery and the patient 
should be explored, with that as a provisional 
diagnosis. 

Dr. Swenson: That proved to be the case at 
operation ; it was quite clear what had happened. 
This boy periodically had a mid-gut volvulus. The 
hypertrophy of the small intestinal mesentery and 
the enlargement of the vessels of the mesentery 
were tremendous due to the long-standing recurrent 
twisting that had occurred. 

Dr. Baty: I should like to take three or four 
minutes to attempt to “wrap up the discussion.” 

I do not know how many of you have encoun- 
tered it, but it seems to me that a very large per- 
centage of children whose care I supervise go 
through periods of varying length of time at ages 
one to three, complaining of intermittent vague 
abdominal pain, I believe that this is probably a 
physiological process, simply an increased aware- 
ness on the part of the small child of intestinal 
activity. The mother usually reports that the child 
will stop playing, say his tummy hurts, and then 


will immediately forget about it and go off in an- 
concluded on page 46 
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CLINICAL SESSION OF THE AMERICAN MEDICAL ASSOCIATION 
At Boston, Massachusetts, November 29 — December 2, 1955 
Report of the Rhode Island Delegate 


CHARLES J. ASHWORTH, M.D. 





a PLACENCY, should be regarded as the medi- 
cal profession's greatest enemy,” declared Dr. 
Elmer Hess, A.M.A. president, before the opening 
session of the House of Delegates at the 9th Clini- 
cal Meeting, held November 29 to December 2, in 
Soston. This was the keynote of his address, the 
full text of which has appeared in the A.M.A. 
JourNaL. Among the more important items con- 
sidered by the house, the result of several resolu- 
tions introduced by various state delegations, action 
on H.R. 7225 embodying the Social Security 
Amendments of 1955, was perhaps the most impor- 
tant. Familiarity with H.R. 7225 and its medical 
implications is a must for any and every practi- 
tioner that has any interest in, or hope of escaping 
federal intervention in the practice of medicine. 
This bill, which was passed by the U.S. House of 
Representatives, at the last session of Congress, 
includes a proposal for federal cash benefits to 
selected individuals adjudged to be permanently 
and totally disabled. 

Among the several changes in the Social Security 
Act that this bill would procure, the most impor- 
tant froma medical standpoint, would be the estab- 
lishment of a cash disability benefit system, grafted 
on Social Security. Complete details have been 
made available in Dr. Hess’s recent personal letter, 
and will be reviewed in the JouRNAL before opinion 
crystalizes sufficiently to determine the Senate 
Committee's recommendation for action. 

Regarding Old Age Survivors Insurance cover- 
age of physicians in connection with Social Secur- 
ity, the House suggested that the entire membership 
of the A.M.A. be polled on the question, and the 
results transmitted to the Board of Trustees. 

Further action upon the role of the general prac- 
titioner in hospitals, as well as forming departments 
of general practice in each medical school, was 
made a matter of further study by five members of 
the House, three of whom will be general prac- 
titioners. 

The House also approved a supplementary re- 
port of the Board of Trustees which included the 
following suggestions : 

1. All non-surgical groups should be asked 
for their suggestions and cooperation in carrying 
out a public education program on the value of 
diagnostic and medical work. 


2. The various specialty boards should be en- 
couraged to reappraise the practice restrictions 
on their board diplomates. 

3. The American Medical Association should 
continue to discourage arbitrary restrictions by 
hospitals against general practitioners. 

4. Organized medicine is “ready, willing and 
able to solve satisfactorily its own problems, and 
such assurance should be given to the American 
Hospital Association or any other group concern- 
ing itself with such problems.” 


Guides for Grievance Committees 

The House approved the report of the committee 
to recommend guides for Grievance or Mediation 
committees and commended the committee for 
“their superb approach to this problem.” Purpose 
of the guides is “to promote general uniformity of 
organization and function of grievance commit- 
tees—and better understanding of their purposes— 
without interfering with the inherent autonomy of 
constituent medical associations. Constituent as- 
sociations are therefore urged to implement these 
guides without delay.” 

Support of a recommendation that a brochure be 7 
published promptly which will outline the recom- 
mendations regarding the activities of Grievance 
Committees and that this brochure be given wide © 
distribution, was urged. It was also recommended 7 
that there be an appendix to this brochure in which 7 
additional, practical suggestions shall be included. © 
There should be no equivocation concerning the © 
naming of such committees and it is recommended 7 
that a uniform policy be adopted in which they are | 
called frankly Grievance Committees. 

Finally, it was recommended that because of the | 
many variables, including the laws of the several 
states, which may influence the operations or pro- 
cedures followed by State Grievance Committees, 
legal counsel shall be sought at the local level within 
the states. 


Miscellaneous Actions 
Among many other actions on a variety of sub- 
jects, the House of Delegates also: 
Recommended that the Board of Trustees give 
consideration to a dues increase for all Association 


members, with the increase designated for contri- 
concluded on page 46 
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CLINICAL SESSION OF THE A.M.A. 
concluded from page 44 
bution to the American Medical Education Foun- 
dation ; 

Adopted a resolution on the practice of pathology 
declaring opposition to “the division of any branch 
of medical practice into so-called technical and 
professional services” ; 

Recommended that further purchase and distri- 
bution of Salk polio vaccine be carried on by the 
presently available commercial avenues used for 
other immunizing agents, and that all vaccines, once 
proven, should enter the usual channels of dis- 
tribution ; 

Approved appointment of an A.M.A. committee 
to study the prevention of highway accidents ; 

Received progress reports from the Commission 
on Medical Care Plans and from the A.M.A. Law 
Department on its studies of professional liability ; 

Congratulated the physicians of Iowa for their 
efforts in supporting the position that the practice 
of medicine is the right of the individual, and 

Approved the selection of Minneapolis for the 
1958 Clinical Meeting and Chicago for the 1960 
Annual Meeting. 





THE MANAGEMENT OF CHILDREN 

WITH ABDOMINAL PAIN 
concluded from page 43 
other direction on some other errand. I am not con- 
cerned about those children. If they are well in 
every other respect and if you find nothing on care- 
ful examination, investigation does not seem 
indicated. 

If they have persistent pain and particularly with 
localization, or if there is any other evidence of 
illness, then an investigation is warranted. 

The children with acute abdominal pain very 
obviously warrant more careful observation. I saw 
a child yesterday, about seven or eight years old 
who came into the office for her “spring check-up.” 
I asked the mother if she had been well, and if she 
had any questions about her. She said: 

“No. Oh, by the way, she complained of stom- 
ach-ache this morning.” 

That was interesting. She had persistent, defi- 
nite tenderness in the right lower quadrant, with a 
temperature of 100° by mouth, a white count of 
12,000, mostly polys. I thought she had acute ap- 
pendicitis and sent her down to Dr. Swenson, but 
by the time they had gotten there, which was some 
hours later, the symptoms had pretty much dis- 
appeared, and the temperature was normal and the 
white count had dropped to 6,000. As to what she 
has, I still do not know. I do not know whether 
she actually had acute appendicitis or not, possibly 
mesenteric adenitis. 

We certainly see situations of that sort quite 
frequently. There is no question in our minds 
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about what to do with a child with such definite 
symptoms; they should be watched, and if the 
symptoms persist, of course they should be oper- 
ated upon. 

In instances where there is the more chronic type 
of pain that we cannot explain, the procedures of 
investigation that we have outlined should be car- 
ried out. 

There are many children with abdominal pain 
in whom we find no evidence of any of these ab- 
normal conditions, and we believe that their pain is 
on the basis of emotional problems. 

In the last three or four years, we have had about 
sixty or seventy such children sent to us because of 
abdominal pain severe enough to cause considerable 
worry ; some of them had been explored ; and some 
of them had had careful examinations utilizing all 
of these techniques that we have described without 
demonstrating a “physical” cause for the symptoms. 

In studying these children we utilize the services 
of our “mental health team” in order to evaluate 
the intellectual capacity and emotional development 
of the child while the medical investigation is being 
carried out. 

Some of the children have been using their ab- | 
dominal pain either consciously or subconsciously 
to obtain ends of various natures. Some of them 
are ready to give up their abdominal pain as a 
symptom if they and their parents are assured that 
nothing serious is the matter with them requiring 
surgical operation or other medical treatment. 
Some of them will give it up and begin having 
headaches or other symptoms. Many of you who 
take care of adults having vague symptoms of that 
sort have encountered the history of abdominal 
pain during early life. bs 

In summary, we feel that this symptom, abdomi- ~ 
nal pain, we have been discussing may have physio- 
logical causes, acute and chronic conditions needing 
surgical correction or medical treatment, but that 
it may also be caused by psychological factors that © 
require careful treatment in order to provide ade- © 
quate medical care. x 
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DISTRICT MEDICAL SOCIETY MEETINGS 





WOONSOCKET DISTRICT MEDICAL 
SOCIETY 

The annual meeting of the Woonsocket District 
Medical Society was held at the Woonsocket Hos- 
pital Auditorium on December 13, 1955. The 
meeting was called to order by Dr. Saul A. Wittes, 
president, at 8:30 p.m. Twenty-six of the members 
were present, and there were in addition about 
twenty-five guests who were invited to the first 
portion of the meeting. 

Dr. Euclide Tremblay showed his colored slides 
that he had taken in his recent six weeks’ tour of 
Europe. The pictures were excellent, and his run- 
ning comments interesting. At the conclusion of 
the showing, Dr. Wittes thanked Dr. Tremblay for 
his presentation. The guests were excused, and the 
business portion of the meeting began at 10 p.m. 

A letter dated April 16, 1955, from Dr. Alban J. 
LeBlanc, was read. He had been called to active 
military duty in May of this year, and applied to 
the Society for a leave of absence until May, 1957. 
Unanimously granted. 

A letter dated April 28, 1955, from Romeo P. 
Lambert, director of General Public Assistance in 
Woonsocket, was read. He called to the attention 
of the Society certain regulatory procedures in- 
volving services rendered by physicians. President 
Wittes stated that he had gone into the matter in 
detail with Mr. Lambert at the time the letter was 
received, and that there had been no further dif- 
ficulty. 

A letter from the Rhode Island Medical Society 
dated July, 1955, was read in summary form, con- 
cerning the results of the poll by the Society in 
May, 1955, about the present opinion of the physi- 
cians of this state on Social Security for doctors. 

The following reports from the Rhode Island 
Medical Society were read: 

1. The House recommended to the A.M.A. 
that in the future they should do their own bill- 
ing for membership, and not through the State 
Society. 

2. The Annual Cancer Conference for Phy- 
sicians in this state had been omitted for 1955. 
It is recommended that the program be continued 
at the district society level. 

3. Each district medical society has been re- 
quested to name a three-man committee to serve 


as a liaison group with the Physicians Service 

administrative office and the Claims Committee, 

(Dr. Wittes announced that Drs. Henri Gau- 

thier, Auray Fontaine and Saul Wittes had been 

appointed. ) 

Dr. Joseph Bliss made a motion that a letter of 
appreciation be sent to the North Smithfield Build- 


ing Committee and the North Smithfield School | 


3oard for the honor they have shown the memory 
of our recent member, Dr. Harry L. Halliwell, in 
naming their new school for him. (Dr. Halliwell 


died this past month of poliomyelitis at the age of | 


thirty-three.) The motion was seconded by Dr. 
Philip Morrisson, All were in favor. 

Dr. Harry Levine reported to the Society that 
he had spent $165.00 for first aid equipment for 
the rescue vehicles of the Woonsocket Fire Depart- 
ment and Police Department, and that this equip- 
ment had been presented to them and was in use. 

Dr. Wittes announced that the election of officers 
for the coming year was now in order, and he ap- 
pointed a Nominating Committee of Drs. Francis 
King, Henri Gauthier, and Victor Monti. The 
committee presented the following slate : 

President—Dr. Irancis P. Vose 

Vice-President—Dr. Richard H. Dowling 

Secretary—Dr. Alton P. Thomas 

Treasurer—Dr. Paul E. Boucher 

Councillor—Dr. Saul A. Wittes 

Delegates—Dr. Alfred E. King 

Dr. Joseph B. McKenna 

Censors—Dr. Joseph W. Reilly 

Dr. Francis J. King 
Dr. Victor H. Monti 

There was no opposing slate, and the above off- 
cers were declared duly elected. 

The meeting closed at 11:00 p.m. Refreshments 
were served in the hospital cafeteria. 

Aton P. THOMAs, M.D., Secretary 



















NEWPORT COUNTY MEDICAL SOCIETY 


A meeting of the Newport County Medical So- 
ciety was called to order at 8:15 p.m. on November 
23, 1955, by Dr. Robert L. Bestoso, president, 
with twenty-two members attending. 

The minutes of the meeting of September 2%, 
1955, were read by the secretary and approved by 
the members of the society. 
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There were no new communications. 

Unfinished Business: The applications of Dr. 
Thompson and Dr. Anthony Carrellas were passed 
by the Board of Censors, and both were considered 
as eligible as members of the Newport County 
Medical Society. 

The application of Dr. Olga Torres was not 
passed by the Board of Censors, since she had no 
residence in the county at this time, and it was 
recommended by this Board that she obtain a resi- 
dence before filing a further application. 

It was recommended by the society that the adop- 
tion of the Board of Censors be approved, with 
amendments that, should she establish a residence, 
her application be reconsidered and reactivated. 
Should she make a new application, it would be sent 
to the Board of Censors for action. This was sec- 
onded and passed. 

Report of Delegate: Dr. Brownell, delegate to 
the House of Delegates of the Rhode Island Medi- 
cal Society, reported on discussions at the meeting 
held in Providence in September. 

\ ew Business: It was recommended that the 
society go on record that all welfare cases treated 
at O.P.D. be registered at the O.P.D. clinic and 
taken care of as welfare cases and not asked to 
choose their own physicians. 


The meeting adjourned at 9:40 p.m. 
Respectfully submitted, 
José M. Ramos, M.p., Secretary 


PROVIDENCE MEDICAL ASSOCIATION 


A regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, November 7, 1955: The meeting was 
called to order by the president, Dr. Francis H. 
Chafee, at 8:30 p.m. 


Minutes of the Previous Meeting 


The minutes of the previous meeting were ap- 
proved. 


Report of the Secretary 


The secretary reported that there would be no 
meeting of the Association in December, but noted 
a meeting would be held on Monday, November 28, 
1955, at which Dr. John B. Grow of Denver, 
Colorado, will be the speaker. 


Tribute to the Late Joseph C. O’Connell, M.D. 


Dr. Chafee reported that the Association’s trib- 
ute to the late Dr. Joseph C. O’Connell had been 
prepared by Drs. John E. Donley and John G. 


continued on next page 
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Walsh for the permanent records of the Associa- 
tion. He called upon Dr. Donley to read the tribute. 


A.M.A. Meeting in Boston 
The president urged the members of the Associa- 
tion to attend the Clinical Session of the American 
Medical Association to be held in Boston on No- 
vember 29th through December 2d. 


Scientific Program 

Dr. Chafee introduced as the guest speaker 
Harry C. Solomon, M.D., professor of psychiatry 
at the Harvard Medical School and superintendent 
of the Boston Psychopathic Hospital, who spoke 
on “Psychiatry—1955 Model.” 

Dr. Solomon presented his interesting subject in 
general terms and devoted a fair portion of his time 
to the use of the newer drugs in psychiatry. 

He pointed out that the newer drugs such as 
Reserpine and Thorazine are of little help in the 
majority of patients with psychoneurosis. 

Psychiatric patients who are institutionalized in 
general have a high recovery potential—approxi- 
mately 35% with nothing more than general care. 

Electric and insulin shock therapy have resulted 
in an increase of discharge rate from mental hos- 
pitals—approximately 90% of manic-depressive 
patients so treated returned to society in six to eight 
weeks. 

Dr. Solomon indicated that shock therapy is not 


used in psychoneurotics. He also pointed out that 
peptic ulcer is an uncommon lesion in psychotics 
and that asthma improves when a psychosis de- 
In general, Reserpine and other similar 


velops. 
derivatives are ineffective in psychoneurosis. 
Thorazine and Reserpine combined tend to produce 
a severe depression in some patients requiring 
electric shock therapy for help. 

Reserpine and Thorazine have approximately 
the same therapeutic effects. 

Pseudo-Parkinsonism may develop with Reser- 
pine therapy which rapidly disappears following 
the use of the drug. 

Comments by Dr. DiMaio. 

The meeting was adjourned at 9:45 P.M. 

Attendance was 88. 

Collation was served. 

Respectfully submitted, 
Micuaer DiMato, M.p., Secretary 
: - <= 

A regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, November 28, 1955. The meeting was 
called to order by the president, Francis H. Chafee, 
M.D., at 8:30 P.M. 


Minutes of the Previous Meeting 
The minutes of the previous meeting were ap- 
proved, 
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Report of the Executive Committee 

The secretary reported that the Executive Coin- 
mittee had reviewed and approved amendments to 
the bylaws of the Association as drafted by the 
Bylaws Revision Committee with advice of legal 
counsel. He reported that a résumé of the proposed 
changes had been submitted to the membership 
with the notice of the meeting for November 28 
with the announcement that these amendments 
would be voted upon at this meeting. 

Action: It was moved that the amendments to 
the bylaws of the Association, as drafted by the 
Committee on the Revision of Bylaws, and as re- 
viewed and approved by the Executive Committee 
with recommendation for acceptance by the Asso- 
ciation, be adopted. The motion was seconded and 
passed. 


Slate of Nominees for 1956 
The secretary reported that in accordance with | 
the bylaws, the Executive Committee had sub- 
mitted a proposed slate of officers and delegates to 
serve the Association in 1956, and this list had been 
submitted to the membership with the information 
that counter-nominations may be submitted until 
ten days before the Annual Meeting to be held on 
January 9, 1956. 


Applications for Membership 


The secretary reported that the Executive Com- 
mittee recommends for election to active member- 
ship in the Association the following physicians: 
James F. Boyd, Jr., M.D., Roger Williams Hos- 
pital, Providence, Rhode Island, sponsored by: 
Drs. Hilary H. Connor and Joseph Lambiase; 
Patrick F. O’Mahony, M.D., 441 Angell Street, 
Providence, Rhode Island, sponsored by: Drs. 
Herbert H. Myers and Charles C. Goodman ; Ralph 
I*, Pike, M.D., 1656 Broad Street, Cranston, Rhode 
Island, sponsored by: Drs. Charles L. Southey and 
Kenneth G. Burton; Banice Webber, M.D., 339 
Thayer Street, Providence, Rhode Island, spon- 
sored by: Drs. Joseph B. Webber and Louis I. 
Kramer ; and William E. McKenney, M.D. (Asso- 
ciate Member ), 3275 West Shore Road, Warwick, 
sponsored by: Drs. James Hardiman and William 
Maher. 

Action: It was moved, seconded, and passed that 
these applications be elected to membership in the 
Providence Medical Association. 


Announcement of the President 

Dr. Francis H. Chafee announced that he was 
appointing as a committee to prepare the Associa- 
tion’s tribute to the late Dr. William Mulvey, Drs. 
James F. Boyd, Sr., and William H. Jordan and 
as the Committee to prepare the tribute to the late 
Dr. Herbert Partridge, Drs. Paul Cook and Halsey 
DeW olf. 


concluded on page 52 





AL JANUARY, 1956 


9in- 
s to 
the 
eal 
sed 
hip 

28 


nts 


s to 
the 
re- 

ttee 

3SO- 


and 


vith 
ub- 
s to 


een 
‘ion ; 
til y 
‘a Easy fatigability, palpitation, 
/ vertigo are some of the less clearly defined 


symptoms of estrogen deficiency which may occur 


yer- long before or after menstruation ceases. 


‘Os- “Premarin”® (conjugated estrogens, equine) is preferred by thousands 
by: of physicians for effective estrogen replacement therapy. 


a Ayerst Laboratories _ . 
New York, N. Y. * Montreal, Canada 
: . bs 


sey . al 





PROVIDENCE MEDICAL ASSOCIATION 
concluded from page 50 
The president also announced that a Videclinic 
reporting the highlights of medical science from the 
Clinical Session of the American Medical Associa- 
tion meeting in Boston would be shown for Rhode 
Island physicians at the Veterans Auditorium in 
Providence on Wednesday, November 30, at 9:00 


P.M. 
The president called attention to the fact that 

the Annual Meeting of the Association would be 

held on Monday, January 9, instead of January 2. 


Scientific Program 

Dr. Chafee introduced as the guest speaker Dr. 
John B. Grow, Chief of Thoracic Surgery, Na- 
tional Jewish Hospital, Area Consultant in Tho- 
racic Surgery, Veterans Administration, Assistant 
Professor of Surgery, University of Colorado 
Medical School. 

Dr. Grow spoke on the subject “Surgery for 
Congenital Heart Lesions.” The speaker brought 
us up to date on the surgery of patent ductus arte- 
riosus, interventricular septal defect, pulmonic 
stenosis, tetralogy of Fallot and coarctation of the 
aorta. Dr. Grow went into considerable detail in 
explaining the value of hypothermia in cardiac 
surgery. He used beautiful colored slides to illus- 
trate his lecture. 

The meeting was adjourned at 9:45 p.m. 

Attendance was 85. 

Collation was served. 


Respectfully submitted, 
MicHaeEt DiMato, M.p., Secretary 





ROLE OF THE GENERAL PRACTITIONER 
IN COLON DISEASE 
continued from page 30 
temic cause (such as obesity where folds prevent 
ventilation, diabetes ), 25% with local cause (hem- 
orrhoids, pin worms, local allergy, etc.) and 70% 
with a psychogenic cause. The incidence of ulcer 
and migraine among these latter patients is striking. 
Treatment of the systemic and local causes are 
directed toward a cure of the underlying condition. 
Treatment of psychogenic anal pruritus is directed 
to psychotherapy, local treatment, oral sedatives 
and antihistamines, and radical therapy.'* 

11. Miscellaneous conditions with colonic mani- 
festations which occasionally are useful for diag- 
nostic clues. Childhood diseases like measles before 
the eruption appears may cause a diarrhea which 
needs treating with adequate fluids. Deficiency 
diseases such as pellagra and sprue may cause al- 
ternating bouts of diarrhea and constipation. The 
nodular skin lesion of erythema nodosum usually 
found on the shins may also be found on the but- 
tocks near the anal opening. Scleroderma may have 
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a diffuse fibrosis of the skin and subcutaneous 
tissues, which may cause fibrosis in the colon ; this 
latter forebodes a poor prognosis. An abnormal 
amount of pigment may be deposited in the colon in 
Melanosis coli which may be associated with intes- 
tinal obstruction, severe constipation or habitual 
taking of laxatives of the cascara type. Anemia 
may result from blood loss due to bleeding of a 
lesion in the cecum, from intestinal polyps, ulcera- 
tions, ulcerative or mucus colitis and hemorrhoids, 
Blood loss may be so severe as to necessitate blood 
transfusions. 

Bleeding from rectal ulcers in uremic patients, 
and from any area of the gastro-intestinal tract 
after extensive burns and shocking injuries is not 
uncommon. One important sequela of acute blood 
loss, is a resulting ischemia of the retina and optic 
nerve. This may cause such disturbances in vision 
as amblyopia and amaurosis. In most instances 
visual impairment after hemorrhage is observed in 
patients with previous ocular damage. The condi- 
tion is not seen in young, previously healthy adults, 
The first symptoms usually occur three to ten days 
after the blood loss ; slight blurring in the beginning 
progresses rapidly and often leads to complete 
blindness.'® 


CONCLUSION 


A brief summary of the role the general practi- 
tioner may play in colonic diseases has been pre- 
sented. Teamwork of the general practitioner, the 
proctologist, the roentgenologist and the surgeon 
may be necessary for proper diagnosis of the pa- 
tient’s colonic disease and the most effective treat- 
ment possible. 
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TREATMENT OF COLLES FRACTURE WITHOUT ANESTHESIA* 


RAYMOND H. TROTT, M.D. 








The Author. Raymond H. Trott, M.D., of Providence, 
Rhode Island. Surgeon, Orthopedic Department, the 
Memorial Hospital, Pawtucket, Rhode Island. 





2 ipa isa preliminary report of a method of treat- 
ing Colles fractures quickly and_ efficiently, 
without anesthesia, by one person. 

The Edinburgh MepicaL AND SURGICAL JOUR- 
NAL, 1814, Vol. X, Page 182, contains an article 
on the Fracture of the Carpal Extremity of the 
Radius by A. Colles, M.D., one of the professors of 
anatomy and surgery in the Royal College of Sur- 
geons, Ireland. 

In this article, the author mentions that traction 
of moderate force restores the limb to its natural 
form. That if the splints become loose, at the ex- 
piration of a few weeks the deformity will exist in 
its fullest extent and that reduction will no longer 
be possible; one consolation remaining; that the 
limb again, at some remote time, will enjoy perfect 
freedom in all motions and be exempt from pain. 
The deformity, however, will remain undiminished 
through life. 

A Colles fracture usually includes the distal 11%” 
of the radius. It is usually comminuted and im- 
pacted and is found most frequently in old ladies. 
All the patients treated in this series have been 
women between the ages of fifty and eighty-five 
years. 

Several methods of straight traction, with the 
forearm in a horizontal position, were tried before 
the present machine was evolved. This machine 
holds the arm in a vertical position with the traction 
of the arm and a 10-pound sandbag reducing the 
fracture ; with the wrist held in ulnar deviation and 
palmar flexion. As soon as the traction is applied, 
a continuous plaster splint is applied starting at the 
outer elbow through the crease between the thumb 
and first finger and down the volar side of the fore- 
arm to the elbow. In the vertical position, this tends 
to hold itself in position, and it is not necessary to 
hold it. An Ace bandage is applied from the wrist 
to the elbow over the plaster splint. In a few min- 
utes, the plaster is set to such an extent that the 
Chinese finger trap, which has been used to exert 
traction on the thumb, can be removed. A sling is 
applied, and the patient is ready to go home. 


Figure 1 


Checkup X rays can be taken when the plaster is 
setting or after the arm has been removed from the | 
machine. The plaster is applied directly to the skin 
in order to maintain the length of the radius. 

The equipment required is the simple machine 
illustrated, a basin of water, a roll of 4” plaster, and | 
a 2” Ace bandage. The whole procedure takes 
fifteen minutes. 

Eleven cases have been treated using this method. 
One had local anesthesia in addition, three were 
medicated with morphine or demerol before the arm | 
was placed on the machine. The others had nothing. 
The patients having no premedication had no un- 
due discomfort when the arm was placed in the 
machine and traction exerted on the wrist. Check- 
up X rays in all these cases were satisfactory. In 
one case, the X-ray report was satisfactory, but the 
surgeon remanipulated under general anesthesia to 
decrease the slight dorsal tilt of the radial articular 
surface. 
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Figure 2 

Although this is a preliminary report with eleven 
cases, it seems that the reduction of Colles fracture 
and final results are just as good, if not better, than 
those treated with other methods when anesthesia 
is used, 

*Presented at the John IF. Kenney Clinic Day of the 
Memorial Hospital Interns’ Alumni Association, at Paw- 
tucket, Rhode Island, November 9, 1955. 

**Since this paper was presented, an additional three cases 

have been done using the machine without anesthesia 
with satisfactory reductions and results. 
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BOOK REVIEWS 





COUNSELING IN MEDICAL GENETICS 
by Sheldon C. Reed. W. B. Saunders Company. 
Phil., 1955. $4.00 
Counseling on matters concerning genetics must 

be done with understanding yet with an awareness 

of the limits of our knowledge of human heredity. 

This book will be of some help to the family doctor 

and to the clergyman, but in many cases a geneticist 

should also be consulted. In fact the reading of this 
book by the counselors may demonstrate to them 
that they require the advice of a geneticist. 

The author has presented elementary genetics 
and some of the problems of counseling in an ex- 
cellent fashion, clearly, concisely, and with a wel- 
come dash of humor. Each short chapter is well 
organized and well expressed. The “‘illustrative 
examples” at the end of each chapter are extremely 
well chosen and indicate the type of question to be 
expected and the type of reply most suitable. These 
examples alone make the book of great value for 


the counselor. 
HERMAN B. CHASE 


SURGICAL FORUM. CLINICAL CON- 
GRESS AMERICAN COLLEGE OF SUR- 
GEONS, 1954. W. B. Saunders Co., Philadel- 
phia, 1955. $10.00 
This massive volume comprising 851 pages and 

representing the combined efforts of some 383 
contributors is a substantial addition to the surgical 
literature. Its chief value is in providing in rela- 
tively brief form a résumé of an incredible volume 
of work. It serves not only as a current report of 
the proceedings for those unable to attend, but also 
as a permanent repository of the material pre- 
sented. Although the scope of the forum has been 
broadened year by year, there has been no compro- 
mise in quality. A considerable proportion of re- 
cent advances in human physiology has emanated 
from the surgical research laboratories of Ameri- 
can universities and hospitals and much of this 
material appears in these pages. 

It would avail little to give here a detailed review 
of the contents as the book covers an almost un- 
believable range of subjects, each presented in 
synoptic form. A listing of the sectional headings 
may give some idea of the scope of the volume: 
Heart and Great Vessels ; Blood Vessels and Circu- 
lation; Vascular Grafts ; Esophagus, Stomach, and 
Intestine; Liver and Pancreas; Nutrition, Body 


Fluids, and Metabolism; Steroids and Cancer; 
Anesthesiology and Burns. 

It was announced at the 1955 Clinical Congress 
at Chicago that subsequent volumes will be pub- 
lished by the College itself rather than by W. B. 
Saunders Co. as in previous years. It was empha- 
sized, however, that the same format and volume 
size will be followed so that continuity will not be 
sacrificed. 

SEEBERT J. GOLDOWSKY, M.D. 


BASIC SURGICAL SKILLS. A Manual with 
Appropriate Exercises by Robert Tauber, M.D., 
F.A.C.S. W. B. Saunders Company, Phil., 1955. 
$3.75 


The author presents a manual of basic surgical 
skills with companion exercises. The subject mat- 
ter consists of a method of executing the funda- 
mental surgical knots and sutures along with a 
discussion of prophylactic hemostasis. It is well 
written and profusely illustrated with fifty-one line 
drawings. A valuable feature of the manual is the 
ingenious surgical practice board designed by the 
author, the conscientious use of which would ob- 
viate the fumbling period at the operating table 
experienced by not a few neophytes. The book it- 
self is well constructed (hard cover with loose leai 
wire binding). It is recommended to all medical 
students and interns in their preparation for the 
operating room and to others as a reference work. 


J. E. Carvuoto, M.p. 


UNDERSTANDING SURGERY. Edited and 
compiled by Dr. Robert E. Rothenberg. Pocket 
s00ks Inc., New York, 1955. 50c 


UNDERSTANDING SURGERY consists of a rather 
complete (and therefore kaleidoscopic ) review for 
the layman of the major surgical specialties. Fea- 
tures, in addition to the clearly written text, are the 
question and answer sections and the 103 helpful 
diagrams. The book will provide interesting read- 
ing whether or not an operation is in the offing, and 
will answer many questions usually directed at the 
doctor. It is an excellent presentation of surgical 
problems from the standpoint of the average p« 
tient. One must, however, consider the impact 0! 
the book on the individual. Whether it is to b 
placed in the waiting room for all to read depent: 
partially on the physician’s philosophy regarding 
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the amount of technical information it is best for 
a patient to have, and largely on the personality of 
the individual patient. There are, for example, 
many worrisome questions suggested which might 
never occur to the average patient. In the minds 
of those who consider surgery to be an exact 
science, there may be created some concern over 
the surgeon who does not drain his cholecystecto- 
mies and who does make his incisions over five 
inches in length, since these latter practices are not 
in agreement with the printed word. 

UNDERSTANDING SURGERY represents an at- 
tempt to disseminate a maximum amount of tech- 
nical information. The problem of how much to 
tell a patient, it is felt, cannot be solved in this 
manner because all patients are different. On the 
other hand, maintaining patients in a state of maxi- 
mum ignorance not only does not solve the problem, 
but creates a lack of confidence in the medical pro- 
tession. Each patient must be considered on an 
individual basis. Therefore, it may be said that 
UNDERSTANDING SURGERY will be of great interest 
and value to most patients, but will be a source of 
great anxiety to an important few. 

The hook itself is a paper bound “‘pocket book” 
edition of 620 pages. 

J. E. Caruoro, M.p. 


Edizioni 


PSORIAST by M. Monacelli et al. 
Italian ) 


Minerva Medica, Torino, 1952. (in 

3000 Lire. 

This 418-page monograph begins with a chapter 
on etiology (Scarpa) and continues with one on 
metabolism and enzymes (Ribuffo), one on the 
gonads (Scotti), one on allergy (Ricciardi), one 
on the psychosomatic aspects (Romano), one on 
the clinical aspects and on histopathology (Santo- 
janni), one on the physical therapy (Cofano), one 
on the medications (Riccardi) and finally a last 
chapter by Monacelli summarizing the authors’ 
views of the problem. 

Of particular interest are the studies demonstrat- 
ing a higher content of glucose in the apparently 
normal skin in comparison with the areas with 
psoriatic lesions, which may give useful informa- 
tion for prognosis and therapy. 

The literature is extensively discussed and par- 
ticularly the papers of Gans, Selye, Madden, Roth- 
man, Reiss, Rattner and Rodin, Ottenstein, Sulz- 
berger, Lever, Ellis. 

For the reader familiar with the Italian language, 
this is a valuable monograph on the disease so much 
investigated and still so little known. 


F. RONCHESE, M.D. 
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EXERCISE BEFORE AND AFTER 


CORONARY ARTERY DISEASE 


Doctor Paul Dudley White, Boston heart 
specialist, will speak on the above topic at a joint 
meeting at the Providence Sheraton-Biltmore 
Hotel on Thursday, February 16, sponsored by the 
Rhode Island Heart Association, the Businessmen’s 
Club of the Providence YMCA, and the State 
Department of Health through its division on 
Adult Heart Control. 

A reception will start at 6:00 P.M., to be fol- 
lowed by dinner in the main ballroom at 6:45 P.M. 
The meeting will be the annual session of the 
State Heart Association. 

Physicians and their wives are invited to attend 
the dinner and Doctor White’s lecture. For dinner 
reservations communicate with Mr. Otto Gigone, 
general chairman, who is the physical director of 
the Providence YMCA. 
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COMING MEETINGS 


Monday February 6... 

THIERSCH OPERATION FOR RECTAL 
PROLAPSE 
A motion picture film, presented by 


Vincent A. CIANCI, M.D., of Providence 


SURGICAL PAPER, presented by 


ARNOLD PorTER, M.D., of Providence 





Monday, March 5... 

“THE GENEVA CONFERENCE ON ATOMS 
FOR PEACE” presented by 
Witiiam H. Sweet, M.v., of Boston. Associate 


Clinical Professor of Surgery at Harvard Medi- 


cal School 
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